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Usefulness of Glossopharyngeal Breathing 
from the Viewpoint of the Patient 


Clarence W. Dail, M.D. 
Leonard V. Wendland, Ph.D. 


and 


John E. Affeldt, M.D. 
Los Angeles 


Glossopharyngeal breathing, as has 
been described in previous reports,’ is 
a function acquired as a substitute for 
weakened paralyzed muscles of 
breathing. The structures of the mouth, 
pharynx, and the larynx act as an air 
pump to ventilate the lungs. In some 
cases this function is accidentally ac- 
quired by patients who have full or par- 
tial respiratory muscle paralysis during 
the extreme effort put forth to breathe 
during the time respiratory equipment 
is not used. This we have found to be 
true in 8 of the 150 patients who have 
learned glossopharyngeal breathing. Some 
patients have learned by observing other 
patients; most of them, however, have 
developed the technic by a concerted 
teaching program. 


or 


As we have developed improved teach- 
ing methods® have become more 
aware of the imp ctance of patient mo- 
tivation. The sigr fcance of this is no 
doubt greater when the patient may rely 
with confidence on artificial respiration. 
It may appear obvious to the hospital 
staff that the patient should learn glosso- 
pharyngeal breathing, providing he 
has adequate glossopharyngeal muscle 
strength; however, the patient may make 
little or no progress in learning even 
though glossopharyngeal breathing in- 
struction is indicated. This may result 
from the patient’s attitude toward the 
skill to be learned, which is in accord 
with well-known general principles of 
learning theory and has been confirmed 
repeatedly in patients under observation. 
The purpose of the survey reported here 
is to understand more fully the patient’s 
attitude toward glossopharyngeal breath- 
ing and thereby improve the teaching 
methods. 


we 


Method of Study 

We decided to study the attitude of 
patients by first analyzing the type of 
statements patients made when asked to 
name some of the desirable and undesir- 
able things they had heard about glosso- 
pharyngeal breathing. Secondly, with- 
out the patient’s knowledge, each state- 
ment was assigned a numerical value, 
expressing the degree of positive or nega- 
tive attitude. Thirdly, patients were 
given a list of the statements and were 
instructed to check each statement with 
which they could agree. Finally, the nu- 
merical values thus obtained were used 
as an aid in making comparisons. 

The statements for the check list were 
obtained directly from the patients so as 
to avoid any bias of the medical staff. 
One hundred fifty-seven specific verba- 
tim statements were obtained. One hun- 
dred nine of these were of a desirable 
nature; the rest indicated undesirable 
features. As was anticipated, many state- 
ments were either identical or were so 
similar that it seemed advisable to de- 
lete them. The final list consisted of 53 
statements. 

These statements were submitted to 59 
of the professional staff of the hospital. 
They were requested to check each of 
the statements at a point on a seven- 
point equal-interval scale reflecting their 
judgment of the varying degrees of neg- 
ative or positive attitudes. On the basis 
of these cumulative judgments, and using 


Read at the Thirty-third Annual Session of the 
American Congress of Physical Medicine and Re- 
habilitation, Detroit, September 1, 1955. 

From the Rancho Los Amigos Respiratory Ceh- 
ter for Poliomyelitis, Hondo, Calif., and the De- 
partments of Physical Medicine and Internal Medi- 
cine, College of Medical Evangelists. 

The Respiratory Center is aided by an annual 
grant from the National Foundation for Infantile 
Paralysis, Inc. 
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a modified Thurstone’s method? for atti- 
tude scale construction, each statement 
was assigned a quantitative positive or 
By this means 20 state- 
a negative 


negative value. 
ments found to be of 
nature and 
spread being from + 2.5 for a strongly 
statement to 2.4 for 
strongly negative. There were also state- 
ments of a rather neutral nature giving 
Examples are listed 


were 
oo 
33 were positive, the scale 


positive one 


a score near 


in table 1. 


zero. 


Table 1: Representative Statements of Relatively Positive, 
Neutral, and Negative Nature 


Statement Score 
“Important in times of emergency.” +2.5 
“Get more confidence in self.” er +2.2 
“Is not involuntary.” .......... 0.1 
“I really can’t say anything bad about it.” 0.4 
“Makes you look like a frog.” .... 2.1 
“Looks bad, I like neck breathing.” 2.4 

Check lists of these statements were 


given to 50 patients at random. They 
were asked to indicate with which state- 
ments they could agree and to disregard 
all others. It should be remembered that 
some patients needed assistance in mark- 
ing the sheets because of inability to 
write, and therefore their spontaneous 
responses might have been somewhat 
inhibited. 

Of the 50 patients surveyed, 23 had 
learned glossopharyngeal breathing, 15 
were under instruction, and 12 did not 
know how to do this breathing nor was 
it indicated medically. These three 
groups were designated as A, B, and C, 
respectively. All of these patients were 
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Jan., 


conversant with the procedure since all 
patients at this hospital have an oppor- 
tunity to observe the use of glossopharyn- 
geal breathing. 

‘The statements listed on the check list 
can be segregated unde: several cate- 
gories. ‘The positive or negative nature 
of each category can be expressed by 
the assigned the 
statements making up each category 
table 2 One can, in a like manner, 
determine how any individual or group 
responded to the different categories of 


averaging values of 


Statements. 


Findings 

The statements submitted by the pa- 
tients and listed in the check list were 
classified into six categories. With one 
exception all statements pertaining to 
rehabilitation, security and safety, treat- 
ment, and body functions were of a pos- 
itive nature. Most of the statements per- 
taining to appearance and technic were 
of a negative nature. 

The strong urge of patients to make 
progress toward a more normal manner 
of living is indicated by the high average 
score of the statements listed under re- 
habilitation. The average score value of 
+ 2.2 (table 2) is obtained by averaging 
the scores of the seven statements that 
fall in this category. Since the different 
statements were not checked by all of 
the patients, a corresponding drop re- 
sulted in the average score obtained by 
groups A, B, and C. 

This study indicates that glossopharyn- 
geal breathing has usefulness for patients 
in the following specific ways: 


Table 2: Patient Scores According to Statement Categories and Patient Groupings. 


Average Score 
of all State- 


; Statement No. of ments in each 
No. Categories Statements Category 

1. Rehabilitation 7 +2.2 

2. Security 10 + 2.2 

3. Treatment 6 +-1.9 

4. Body Functions 9 +1.3 

5. Appearance 12 1.0 

6. Technic 1.1 

Total 53 Over-all Average: 


Patient Groups 


A B Cc 
Learned GPB Learning GPB Not Indicated 


23 pts. 15 pts. 12 pts. 
1.7 +1.9 +1.6 
1.7 4.1.7 +-1.8 

+1 +1.1 +1.1 
+1.0 +1.0 +0.8 
0.0 0.05 +-0.02 
0.4 0.5 0.3 
+1.3 +1.32 +1.57 
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GLOSSOPHARYNGEAL BREATHING 


Glossopharyngeal breathing makes 
more extensive rehabilitation possible: 
The fact that patients recognize the im- 
portance of glossopharyngeal breathing 
in rehabilitation is emphasized by the na- 
ture of the following statements: 

1. “Get somewhere without equipment 

much easier for the family.” 

2. “Helps those without tolerance to be- 
come tree of equipment . 

3. “Can lead a more normal life.” 

t. “Can be on a more active program 
able to leave ward.” 

». “Allows patient more activity areas.” 

6. “Can free people from tank respira- 
tor,” 

7. “When walking, for extra air.” 

Observe in table 2 that the average 
scores for the different groups are ap- 
proximately the same. 

Security is another important need 
met by glossopharyngeal breathing: No 
patients denied the safety feature of 
breathing. The 10 
statements included in this category are 
as follows: 


glossopham sgeal 


1. “Can breathe if power failure.” 

“Get more confidence in self.” 

“More security in emergency situ- 

ations.” 

t. “Important in times of emergency, 
that is, power failure.” 

». “Gives one security and independ- 


~ IO 


ence.’ 
6. “Don’t need to rely on equipment.” 


7. “Family not afraid to take you 
places.” 

8. “Easier to relax when no. one 
around.” 

9. “Never forget it once learned.” 

10. “Those that need it say, “Thank 


God’.”’ 

The ability to do glossopharyngeal 
breathing has therapeutic values: The 
statements relating to treatment and pre- 
vention of complications were also rated 


strongly positive by the judges. From 


our observations it would appear that 
patients who are learning glossopharyn- 
geal breathing and those who do not 
know how to use it do not realize its val- 
ues at this point as much as those who 
The statements in- 
cluded in this category are: 


are able to use it. 
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“Helps in coughing.” 

“Aids in coughing up mucus.” 

“Helps stretch chest to get mucus 

up.” 

+. ‘Aids in prevention of respiratory in- 
fections of chest.” 

». “Increases strength of diaphragm.” 

6. “Helps to stretch upper chest.” 


Normal body function is facilitated 
with glossopharyngeal breathing: The 
statements listed under bodily function 
demonstrate this appreciation of the pa- 
tient. Specific bodily functions aided are 
breathing and talking. Statements are 
as follows: 

1. “Difficult to eat with it.” 

2. “Do not get as tired.” 

3. “Good way of breathing if have no 
other way.” 

+. “Increase vital capacity by supple- 
menting diaphragm.” 

5. “Can yell louder.” 

6. “Helps when short of air.” 

7. “Good if you can’t get your breath.” 

8. “Free doesn’t 
hurt.” 

9. “Gets tracheostomy closed earlier.” 


from shell so chest 


Glossopharyngeal breathing has cos- 
metic drawbacks: One would expect the 
patients to react te the appearance 
of the procedure of glossopharyngeal 
breathing. ‘Table 2 indicates that the 
average score of the three groups is just 
about neutral. Analysis of the individual 
statements in this category indicates that 
most of the statements are negative. Few 
patients, however, agreed with the neg- 
ative statements, while most of the pa- 
tients agreed with the last two statements 
in this category, listed below, which are 
strongly positive. This perhaps empha- 
sizes the observation that even though 
glossopharyngeal breathing has definite 
cosmetic disadvantages, its advantages 
appear to be greater. The following are 
the statements given by the patients: 

1. “Feel that in some people it looks 

unsightly.” 
2. “Makes you look like a frog.” 


“Doesn’t look as good as normal or 
neck breathing.” 

t. “Looks like a goldfish.” 

5. “Wife says, ‘Looks horrid’.” 
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6. “Looks like sipping milk from a 


saucer.” 


7. “Looks funny.” 

8. “Looks bad, I like neck breathing.” 

9. “Never heard anything undesirable 
about glossopharyngeal breathing.” 

10. “I really can’t say anything bad 


about it.” 

11. “Can dress up if don’t have to wear 
shell.” 

12. “Can get rid of ugly ‘trach’.” 

Statements 9 and 10 were essentially 
neutral statements. Statements 2 and 5 
were checked only twice. 

Some patients encounter difficulties in 
learning glossopharyngeal breathing: The 
statements pertaining to technic were all 
of a negative nature. One would expect 
this for it often takes months of hard 
work to learn the method, and 
then more time to build up its effective 
use. The throat and larynx may become 
irritated by the unusual activity required 
in this method of breathing. If the mus- 
cles of the throat and larynx are weak- 
ened from the disease, the patient may 
never be able to breathe by this method 
more than 20 or 30 minutes. The follow- 


basic 


ing are the statements given by the 
patients: 
1. “If ‘trach’ leaks, do all work for 


nothing.” 


2. “Lots of work.” 

3. “Hard to learn, takes a long time for 
some.” 

4. “Hurts to cough with GPB and man- 
ual cough unless done properly.” 

5. “Dries out mouth.” 

6. “Makes throat sore trying to learn.” 

7. “Wears me out, tiring.” 

8. “Is extremely monotonous.” 

9. “Is not involuntary.” 


Discussion 


The findings of the study are in ac- 
cord with those attitudes that have been 
observed clinically in patients during the 
the glossopharyngeal breathing 
technic has been in use in this hospital 
The two main drawbacks suggested by 
the patients in this study are feelings that 
this method of breathing is cosmetically 
undesirable and it is difficult to learn. 


years 
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One deterrent in patient motivation 
which has clinically 
though not revealed by this study, is that 
patients tend to get the impression as 
the glossopharyngeal 
breathing is suggested that no further 
recovery of normal breathing ability is 
expected. Another drawback, which was 
not revealed in this study but was previ- 
ously cited,* is the Valsalva action that 
may result from high intrathoracic pres- 
sure caused by forcible expansion of the 


been observed, 


soon as use of 


chest. This may cause the patient to 
experience a fullness in the head, and 
possibly a feeling of dizziness and faint- 
ness. ‘These symptoms may be avoided 
by proper instruction and supervision of 
the patient. 


It has been our experience that the 
positive of glossopharyngeal 
breathing outweigh the negative; when- 
ever it is indicated it should be strongly 
The indications and con- 
traindications for glossopharyngeal 
breathing been discussed 
where.“ The current study indicates that 
patients are properly informed 
they are highly motivated to learn this 


features 


encouraged. 


have else- 


when 


breathing technic. 


Since this preliminary study consisted 
of only 50 patients, it was felt that any 
attempt to test for statistical significance 
was not indicated; however, none of the 
findings reported appear to contradict 
the clinical impressions of the staff.* 
Further refinements of the attitude scale 
are contemplated, with the findings to 
be reported at a later date. 


Further differential study needs to be 
done on the relationship between the at- 
titudes of those patients who find that 
learning the glossopharyngeal breathing 
is difficult with those who seemingly do 
not. While the learner’s attitude toward 
the technic may affect the ease or diffi- 
culty of learning, other factors need to 
be considered. The attitudes of the pa- 
tient to the teacher, the relationship of 
the ease or difficulty encountered in 
learning glossopharyngeal breathing, and 
the length of time since the onset of the 
disease are all problems requiring further 
study. 


GLOSSOPHARYNGEAL BREATHING 


Summary 


In this study the attitude of the pa- 
tients toward glossopharyngeal breathing 
is evaluated. In making this evaluation, 
157 statements were collected from pa- 
tients, with reference to the desirable and 
undesirable this breathing 
Fifty-three of these statements 
were submitted to a group of 59 mem- 
bers of the professional staff of this hos- 
pital with the request that they rate the 
negative-positive nature of each state- 
ment on a seven-point equal-appearing 
interval scale. The scale value of each 
statement was obtained by computing 


aspects of 
technic. 


the median scale position as assigned by 
the judges. These statements in turn 
were presented to the patients in order 
to evaluate their attitude toward the 
glossopharyngeal breathing technic. 

The findings indicated that the atti- 
tude of the patients did not differ greatly 
regardless of whether or not they de- 
pended on glossopharyngeal breathing. 
Positive attitudes were expressed con- 
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cerning the role of glossopharyngeal 
breathing in functional rehabilitation, as 
an aid to bodily function, security, and 
safety, and as a treatment technic. The 
majority of the negative attitudes con- 
cerned effect, difficulties en- 
countered, and effort required in the 
learning process. 


cosmetic 
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SUCCESS IS THE KEYNOTE 


of our meeting this year! An interesting and scientific exhibit will 


contribute much to our success. In addition to the tremendous value of 
these exhibits, you have the opportunity to be considered for one of the 
coveted awards. Requests for applications for scientific exhibit space in 
connection with the 34th annual session scheduled for September 9-14, 
1956, The Ambassador, Atlantic City, N. J., are now being received. 
Address all communications to the American Congress of Physical 


Medicine and Rehabilitation, 30 N. Michigan Ave., Chicago 2, Illinois. 
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Disability Evaluation 


Emil J. C. Hildenbrand, M.D. 
Washington, D. C. 


The subject of disability has reached 
a greater point of interest as society has 
broadened its conscience toward human 
welfare. Modern inventions and indus- 
trial activity have greatly increased the 
frequency of accidental injuries, but the 
trend of 
throughout the industrial world has been 
far more than offset by the automobile 

The definition of taken 
from the English Compensation Law is 
“personal injury by accident arising out 
of and in the course of employment.”! 


decreased accident severity 


accident as 


Inability to engage in gainful work be- 
injury ranks high 
among the economic hazards of workers 
and their families in the United States 
In a sickness or disability claim, the defi- 
nition and the facts of the case are fre- 
quently blended. Against the background 


cause of illness or 


of what he regards as disabling sickness 
or disability, a physician has to decide 
whether a patient is or is not disabled 
and incapable of engaging in gainful 
work, or a qualified adjudicating com- 
mittee has to make this decision on the 
basis of the physician’s report as well as 
other pertinent information. The doctor, 
attorney, jury and industrial commission 
must have a clear understanding of their 
mutual medical problems.” 

Wisconsin was the first state to intro- 
duce and pass a bill, in 1911, to deal 
14 states 
compensation 


with the injured worker; now 
and 3 


laws. Germany was the first to introduce 


territories have 
and pass workmen’s compensation na- 
tionally in Europe in 1883 

In the United States at least 4,000,000 
and estimates 
5,000,000 individuals are permanently 
physically 


according to some 


handicapped, of whom ap- 
proximately 70 per cent are males. Of the 
total, between 2,000,000 and 3,000,000 
are within employable age In ad- 
dition, according to the Bureau of Vo- 
Rehabilitation of the United 


States Department of Education, some 


range. 


cational 


800,000 persons become permanently dis- 
abled every year through congenital de- 
fects, accidental injuries or diseases.* 

There has been much confusion in 
determining a satisfactory basis for com- 
pensation benefits for permanent dis- 
ability. This is shown in the lack of uni- 
formity in the schedules here and abroad. 
The terms “partial” and “total,” “tem- 
porary” and “permanent” have in them- 
selves caused considerable confusion by 
the varied interpretations put on them.* 
An injured 
$200.00 for the loss of a thumb in one 
state and $100.00 in another. 
ally cannot predict within 50 per cent of 
error how much will be allowed for a stiff 
Che majority of compensation 
obvious disabilities and 


carpenter receive 


One usu- 


elbow. 
acts list a few 
specify what the indemnity for each is 
to be 

Based on the description of disability 
and estimates of comparative values 
given by physicians, the industrial board 
fixes the specific indemnity to be paid. 
Considering that there is no commonly 
accepted standard of comparative values 
different disabilities, it is 
strange that awards for similar condi- 
tions vary enormously, not only in differ- 


between not 


ent states, but in the same state. 

The Wisconsin Industrial Commission 
reveals in a survey for the years 1939 to 
1947 that permanent partial disability 
cases averaged between 8 and 9 per cent 
of all compensable injury cases settled 
under the Permanent partial dis- 
ability cases have recently increased as 


law. 


a percentage of all cases settled, with an 
upward trend in 1953 to 11.7 per cent. 
Sprains and fractures lead the recent rise 
in permanent partial disability cases set- 
tled under the Workmen’s Compensation 


Read at the Annual Session of the American 
Academy of Physical Medicine and Rehabilitation 
(formerly American Society of Physical Medicine 
and Rehabilitation), Detroit, August 29, 1955. 

Associate in Surgery, Georgetown University: 
in eharge of Neurocirculatory Clinic, Georgetown 
University Hospital; Director, Department of Physi- 
eal Medicine and Rehabilitation, Garfield Hospital. 
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Law. In 1938 sprains comprised 2.6 per 
cent and fractures 25.3 per cent of such 
1953 these percentages in- 
creased to 8.9 and 31.7 per cent respec- 


cases; in 


tively. ‘The indemnity and medical costs 
in back injury cases from sprains or 
strains averaged $3,900.00 per case.® 

In a reviewal by Landoff of 154 frac- 
ture cases of the thoracic and lumbar 
spine 72 of the patients were and 82 were 
not insured.” The two groups were sim- 
ilar and statistically comparable. The 
most pronounced posttraumatic deformi- 
ties were seen more frequently in the eld- 
erly patients. Younger patients returned 
to work earlier than older patients, in 
whom permanent disability was more 
The type of occupation had 
no appreciable effect on duration and 
frequency of symptoms or permanent 
disability. Patients with deforming spon- 
longer 
and frequency of partial or permanent 
disability was higher. Deforming spon- 
dylosis is to a large extent an aging phe- 
nomenon and independent of the type 
of the fracture or degree of posttrau- 
matic deformity. Fractures with disc in- 


common, 


dylosis required convalescence, 


jury have poorer prognosis and were not 
evaluated in this group. In none of the 
cases was working capacity permanently 
reduced. Deformity was not accompan- 
ied by increased symptoms or decreased 
Spondylosthrosis did 
not play a dominant role in the causation 


working capacity. 


of symptoms. 

Among other things, the patient’s re- 
ports of local back pain as compared 
with the 
a sign of reaction to pain provoked at 
the reviewal provoked local pain ) dif- 
fered in a way that suggests that insured 
patients exaggerate their symptoms. This 
was particularly true in patients with 


clinical observations such as 


fracture of moderate severity; those with 
slight injury and those with the severest 
injury did not show any tendency to such 
exaggerations. Symptoms of back pain 
and weakness were common in the in- 
sured, disability was more frequent, and 
symptoms and convalescence were longer. 

For purposes of cash indemnity under 
social insurance, disability means in- 
ability to work at gainful employment. 
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The physically handicapped are those 
who suffer from organic disabilities that 
are protracted and that interfere with 
normal living. Disability of any organ 
might produce a physical handicap, but 
those most frequently responsible are the 
bony, muscular, sensory, circulatory, and 
respiratory systems. How disabling a 
condition must be and how long it must 
persist before it becomes a physical hand- 
icap is a matter of arbitrary definition. 
The condition requires a limitation on 
the varieties of work that the employee 
might safely perform and the persistence 
of the condition for a minimum of one 
year. 

Three methods are in common use 
whereby the basis for compensation ben- 
efits is fixed. In one, payment is made 
on the basis of loss of earnings during the 
period of disability, the amount being 
subject to maximum limits. The second 
method is payment on the basis of fixed 
periods for specific injuries, the injured 
receiving a certain percentage of wages 
earned at the time of his injury. The 
third is a combination of the 
two previous ones. 


method 


In choosing a definite criterion for the 
evaluation of permanent disability, sev- 
eral considerations must be satisfied. The 
method must be accurate and must not 
be affected by the variations of the dis- 
abilities. In public accidents the courts 
and juries of laymen have taken upon 
themselves the task of appraising the 
physical disability, and such factors es- 
sentially variable as loss of wages, alleged 
pain and suffering, and other emotional 
and sentimental considerations take the 
place of a just and scientific computation 
of the individual loss as a social, indus- 
trial, and economic unit. The physician 
should know that disability evaluation 
should be based on scientific facts alone, 
facts entirely independent of economic 
difficulties and functional maladjust- 
ments. In the final adjustment, it is 
the duty of the referee to decide 
whether Joe Doe is going to return to 
his regular work or whether he is go- 
ing to return to work at all. It is admit- 
tedly true that the compensation law was 
devised to benefit the workman, to award 


re 
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compensation for loss of time or for in- 
terference with bodily function. It is also 
admittedly that he 
vored in the case of any doubt, but it ts 
likewise just that industry should not be 


exploited.‘ 


true should be fa- 


The psychologic attitude of the patient 
as a claimant is often incompatible with 
The 


physician must recognize the necessity 


his attitude as a personal patient 


for sound judgment, tact, and artful in- 
formulating a diagnosis 
When the patient is a 
claimant, that alter 


the trustworthiness of the related history 


vestigation in 
and opinion.* 
arise 


many factors 


and subjective complaints. —Thorough- 


ness becomes paramount. Caution and 


clear thinking are essential. Confusion 
must be avoided by careful evaluation of 
the established patterns of disease or in- 
jury from the irregular allegations mo- 
tivated by the desire of reward. Symp- 
toms and complaints should be substan- 


tiated by clinical findings 


In many states the computation of 


permanent disability ratings depends 
upon complete and adequate medical re- 


Reports 


often vary among physicians 


ports. and disability ratings 
This is be- 
cause many find themselves deficient in 
being able to determine, appraise, and 
evaluate the difference between the per- 
son as he was before his injury and the 
from normal after 


variation recovery 


The courts and society demand an an- 
swer for extent of disability in terms of 


percentage of loss of use of the body 
The wide differences in the medical re- 
ports immediately cast reflections on the 
integrity and qualifications of the medi- 
cal examiner. A uniform manner of 
making reports is essential: therefore. the 
medical examiner’s report should paint a 
written picture that can be re-created by 
laymen as well as by other medical men 
Any opinion expressed must be based 
upon scientific reasoning based upon the 
diagnosis. ‘The report of the medical ex- 


aminer should cover all disabilities aris- 


ing from the injury, including subjective 


complaints. Permanent disability rating 


reports should not be submitted to a 


commission until the attending surgeon 


concludes that the condition will neithe: 
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improve nor retrogress in the future. It 
is dificult to arrive at a uniform per- 
centage conclusion because the attitudes 
of physicians toward making evaluations 
of disability in terms of percentage differ 
greatly. There is no uniformity of opinion 
among physicians in regard to disability 
evaluation, only because there is no ac- 
ceptable scheme for disability evalua- 
tion; however, if experienced men are 
able to agree fairly closely on the per- 
centage of disability in an injured mem- 
ber, it must be possible to devise a 
method by which the calculation of dis- 
ability can be more or less accurately de- 
termined. It must also be possible to 
teach such a method to others who have 
not been able to accumulate an abun- 
dant experience in this field of surgery. 
The physician who makes only an occa- 
sional estimation of disability has neither 
the time nor the inclination to spend 
hours learning a complicated method by 
The 


estimation, calculation, or evaluation of 


which disabilities can be calculated. 


disabilities has been on the whole a very 
inexact science in the practice of medi- 
cine and many are based on a method 
of a look and a guess.* 


The individual physician is not en- 
tirely to blame for his lack of ability in 
this regard. Ue has not been taught how 
to calculate a disability. Disability is a 
term that implies a transformation of 
body structures that results in a depreci- 
ation of normal ability to perform the 
functions of established physical accom- 
plishments 

Severe physical deformity is often over- 
shadowed by energetic studies toward 
compensating development. On the con- 
trary, discouragement and lack of oppor- 
tunity or self-reliance may bring defeat 
to one whose physical handicap is com- 
paratively unimportant. 

With the introduction of the compen- 
sation law, a new spec ialty in medicine 
evolved, the specialty of compensation 
practice and disability evaluation. Med- 
ical schools have not recognized the need 
for specialized teaching in this field, and 
their schedules do not include the sub- 
As a result, the average physician 
is ignorant of the confines of the com- 


ject 
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pensation law and at a total loss when it 
comes to disability evaluation.* Vague 
reports of doctors are usually indicative 
of a lack of knowledge upon the writer’s 
part, of laxity in describing the injury, 
or they are deliberate. Regardless of the 
reason, these reports are among the most 
potent danger signals of medicine. ‘They 
call for the removal of the uncertainty, 
either through explanation by the at- 
tending doctor or through special exam- 
ination. 

In order to be an expert in examining 
and analyzing the disability of a person, 
much more should be known than that 
revealed grossly by the ordinary physical 
examination. The first step in the medi- 
cal study of a case should be through the 
attending physician. He is the source of 
all original information. He knows more 
about the case than any special examiner 
can possibly learn as the result of study 
during a single hour. The special ex- 
aminer listens to the story of the com- 
plaints. These are almost invariably dis- 
torted, subconsciously or wilfully. Great 
faith is placed in the expert’s conclusions 
and rightly, but one must recognize the 
limitations under which he must work. 
The special medical examiner should al- 
ways discuss the case with the attending 
physician. The code of medical ethics 
provides that physicians should discuss 
patients together before reaching conclu- 
sions. ‘This provision is not for the pro- 
tection of the medical profession, but for 
the protection of the patient. 

The first problem for a physician treat- 
ing a patient involved in an industrial 
accident is to determine the period of 
temporary disability. To determine when 
a man is able to return to work is some- 
times difficult, because too frequently 
the determining factor is not the clinical 
condition but the man’s own desire to 
return to work. In many cases confi- 
dence and morale are lowered and 
shaken, thus impairing his earning power. 
In other cases frank malingering exists 
and must be dealt with accordingly. The 
necessity for some guide in determining 
the average period of incapacity for 
given clinical conditions is apparent. 


After a man has returned to work, the 
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next problem is to determine the extent 
of permanent damage or loss of function 
that may remain. The responsibility of 
translating this disability into mathemat- 
ical percentages has been left to the phy- 
sician. The law does not assist him in 
reaching a decision because it stipulates 
only the amount of compensation to be 
paid for complete loss of the part. The 
general practice has been to make the 
best of what seems to be a hopeless task 
by relying upon a guess and dignifying it 
with the title of opinion or estimate. 


Most authors on the subject recom- 
mend that disability evaluation be based 
primarily on a functional and anatomi- 
cal basis. One should have an accurate 
anatomical evaluation both of the anat- 
omy of the part involved and also of its 
physiological functions. This presupposes 
a good working knowledge of the range 
of motion of all of the joints of the body, 
and it likewise presupposes a clear un- 
derstanding of the function of most of 
the muscles of the body. The range of 
should be expressed 
with mathematical precision using a pro- 
tractor for the measurement. By using 
the protractor, the degree of motion of 
the joint can be expressed accurately. 
Then the result should be the same re- 
gardless of how many people examine 
that particular joint. For further clari- 
fication, nomenclature should be stand- 
ardized. For example, for the fingers 
some say thumb, index, middle, ring and 
small finger; and others, thumb. first, 
second, third and fourth finger. 


motion of a joint 


Everyone treating and reporting in- 
dustrial accidents should acquaint him- 
self with certain general instructions. 
The starting position for the measure- 
ment of joints is the anatomical position 
of such joints. Measurement always rep- 
resents the arc of voluntary motion of 
the joint and is shown by degrees, the 
arc of motion in the injured always be- 
ing placed over the arc of motion in the 
uninjured as a fraction. For example, 
with the patient in an anatomical posi- 
tion, he is instructed to bring both upper 
extremities from the starting point later- 
ally, until the arms are near the ears, 
forearms remaining supinated. The apex 
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of the protractor is placed at front of 
shoulder joint with one arm of the pro- 
tractor parallel to the midline or axis of 
the body and the other along the axis of 
the arm. The arc of voluntary 
of both arms is measured and reported 


motion 


as a fraction, with the injured over the 
uninjured side. In this case 130°/180 
or 130° of retained motion (or 50° of 
lost motion 50°/180 
per cent disability in this arc of motion. 


represents 27.7 


No error can be made in the interpreta- 
tion of the protractor reading when find- 
ing the arc of voluntary motion, pro- 
vided the will the 
pointer reading at the starting position 


examiner observe 
and record the excursion in degrees of 
the pointer. Since it is impractical to 
measure some joints with a protractor, 
the examiner must estimate the existing 
voluntary arc of motion in the injured 
joint as compared to that in the esti- 
mated normal 

In examining the spine, the level of 
gluteal folds, postural deformity, scoli- 
osis, kyphosis and lordosis are noted. In 
forward bending the distance that finger 
tips miss the floor is measured. In back- 
ward right and left lateral 
bending, and right and left rotation, the 
arc of voluntary motion must be esti- 
mated and 
ported. 


bending, 


percentage of normal re- 


All joints of an injured extremity 
should be examined and complete girths 
must be reported using a flexible steel 
tape. In injuries involving the spine, the 
extremities should be completely exam- 
ined. 

Subjective complaints are important 
to reveal frequency and location of pain 
and factors that aggravate or relieve it. 
The the pa- 
tient’s threshold of pain and determine 
whether it is consistent with the injury.® 


examiner must evaluate 


The examiner must also evaluate tender- 
ness, sensory disturbances, weakness, and 
fatigue with regard to character, degree. 
and location. Abnormalities and de- 
formities should be described thoroughly 
and it should be noted whether or not 
the injury is the cause. 

The literature does not provide a great 
deal of information on the normal range 
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of motion in the joints of the upper and 
lower extremities. ‘The contralateral nor- 
mal joint is the logical standard against 
which to calculate the disability in the 
opposite injured member. 

The percentage of disability to an in- 
dustrial member for a specific functional 
or anatomical loss should be constant un- 
der all circumstances. A disability may 
vary in accordance with functional and 
It should not be 
influenced by age, sex, or occupation of 
the injured. 
finger, or any other industrial member, 
should constitute 100 per cent loss of that 
member whether in young or old, male or 
female, ditch digger or violin player. To 
be sure, its value to the violinist may cost 


anatomical variations. 


The loss or lost use of a 


him his profession and would in that 
worth more from a remunera- 
tive standpoint, but the problem of de- 
termining that is no more the physi- 


sense be 


cian’s than it is any other disinterested 
individual’s. 

The percentage of disability in a mem- 
ber should be constant no matter in what 
state it exists or within what boundaries 
it occurs; the award for such a disability 
may vary, depending upon those factors, 
but that too is a problem for the indus- 
trial commission to establish and not a 
problem for the physician. On the other 
hand, the physician, who understands 
the anatomy and function of the human 
body, should take the responsibility of 
accurately determining the physical dis- 
ability of an industrial member. ‘The in- 
dustrial commission should take the re- 
sponsibility of establishing, or varying, 
the remunerative award 
with the injured individual’s employ- 
ment. 


in accordance 


Only the useful range of motion is 
Using as much as possible 
evidences of disability 


measured. 
only objective 
leaves the calculation of disability un- 
influenced by sentiment, sympathy, or 
personal interpretation. 


Summary 


The inadequacies and _ short-comings 
of factors that influence disability evalu- 
ation have been reviewed. Fractures lead 
to more disability than any other type of 
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injury among major claims. In the ex- 
amination of a patient involved in an 
industrial accident the physician should 
bear in mind that three essential parts 
should be covered in his report: the his- 
tory; the findings; and the medical con- 
clusion. The physician should know that 
disability evaluation should be based on 
scientific facts alone, facts entirely in- 
dependent of economic difficulties and 
functional maladjustments. The indem- 
nity award based on the medical report 
and other variables should be the re- 
sponsibility of the industrial commis- 
sion. Medical calculations for evaluation 
should be uniform everywhere and to be 
so must be on a mathematical basis. Spe- 
cialized knowledge, training, and experi- 
ence are necessary to the proper han- 
dling and administration of our com- 
pensation laws, and this extends also into 
the professional fields. Experience and 
judgment are difficult bits of medical 
knowledge to dispense; they must be 
learned through years of practice. The 
physiatrist usually determines the time of 
maximum improvement in rehabilitation 
and ther iore is in a unique position to 
evaluate disability. More information on 
this subject should come from _ this 


source, 


. Lynch, O. L.: 
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Tissue Temperatures Produced by the 


Application of Moist Air 


Carol E. Goodman, M.D. 
Alma J. Murphy, Ph.D. 
and 

James W. Rae, Jr., M.D. 


Ann Arbor, Mich. 


Although heated moist air has been 
used for many years as a source of thera- 
peutic heat,' the thermal effects pro- 
duced have not been investigated in de- 
tail. Earlier reports seemed to indicate 
that temperatures in the deep-lying mus- 
cles of animals could be elevated to 
“between 106 and 107 degrees F.”* The 
purpose of the present study was to de- 
termine the rise in body temperature and 
tissue temperatures at various depths in 
humans during treatment in the moist 
air cabinet. 


Equipment 

The study was conducted in a room in 
which the initial temperature was kept 
within the range of 24.5 to 25.8C. to 
minimize any influence that variations in 
ambient temperature might have on the 
tissue temperatures. In studies of the 
effect of humidity, it has been found that 
for each 1 per cent increase in relative 
humidity above 36 per cent, the skin 
temperature is raised only 0.01 C. ;* there- 
fore, any change in humidity in the 
room should alter the skin temperature 
only minimally. 


Body temperature was registered con- 
tinuously by a rectal thermocouple. An 
iron-constantan surface thermocouple 
(Leeds-Northrup) was used to measure 
skin temperature. The subcutaneous and 
muscle temperatures were determined by 
copper-constantan thermocouples con- 
structed of 38-gage insulated solid-strand 
wire housed in 22-gage hypodermic 
needles. The thermocouple junctions 
were soldered at the needle tips, and the 
thermocouples were connected by nylon- 
covered multiple-strand wire to a Brown 
Recording Poteatiometer, which re- 
corded the temperatures on a continu- 
ous chart. 


A commercially available heated moist 
air cabinet was used for the application 
of heat. In this instrument the air is hu- 
midified and heated by passage through 
a warm water spray, and is then circu- 
lated within a steel hood. Temperature 
in the cabinet is regulated by a thermo- 
stat that controls the water temperature. 

The accuracy of the equipment and 
the suitability of the proposed technic 
were determined by means of prelimi- 
nary experiments. The needle thermo- 
couples were compared with a National 
Bureau of Standards mercury thermom- 
eter and found to be accurate within 
0.2 C. Since the thermocouples were to 
remain inside the cabinet for continuous 
recording during the heating period, the 
insulation of the needles was checked for 
adequacy. ‘Tests showed that exposure 
of the insulated handles to moist air did 
not affect the thermocouple junction 
readings. The surface thermocouple was 
found to be accurate within 0.05 C. Pre- 
vious investigators have found that the 
precision of measurement with bare-wire 
surface thermocouples depends on the 
pressure of the thermocouple against the 
skin;* therefore, an attempt was made 
to apply equal pressure in all experi- 
ments, to avoid gross errors in skin tem- 
perature measurements. 

The cabinet thermostat was set at the 
same position in all of the experiments. 
At this setting the water temperature was 
90 C.; the air temperature inside the cab- 
inet rose to 44.4C. within 10 minutes 
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Fig. 1 — Average temperatures in the thighs of hu- 
man subjects during and after the heating of both 


legs in the moist air 


and was maintained at this level, with 
variations of +0.4C., through the re- 
mainder of the heating period. 


Procedure 

The healthy young adult males who 
served as subjects remained at rest for 
30 minutes or longer in the room where 
the experiments were to be conducted. 
Each subject wore swimming trunks and 
had a towel covering the chest. During 
the rest period the surface thermocouple 
and three needle thermocouples were 
applied to an area on the anterior sur- 
face of the thigh, one-third of the dis- 
tance from the patella to the anterior 
superior iliac spine. One needle was in- 
serted into the subcutaneous layer and 
two into the muscle, one at a depth of 
1.5 cm. and the other at a depth of 3 cm. 
The rectal thermocouple was also in- 
serted during this period. All of 
these thermocouples remained in place 
throughout the heating and _ cooling 
periods of each experiment. 

When the body and tissue tempera- 
tures had become stabilized, the cabinet 


cabinet for 30 minutes. 


was placed over the area of the body to 
be heated, and the 30-minute heating 
period was begun. The subcutaneous 
and muscle temperatures were recorded 
continuously. Room temperature and 
the rectal and surface temperatures of 
the subject were read at 1-minute inter- 
vals. ‘The pulse rate was taken at 5-min- 
ute intervals. At the end of the 30-min- 
ute period, the cabinet was quickly 
removed and the skin dried to remove 
the condensed water. Temperatures were 
recorded for an additional 30 minutes 
during cooling. 


Different areas of the body were 
heated in three series of experiments. In 
the first series, heat was applied to both 
legs below the iliac crests. In the second 
series, the right leg was heated, the un- 
heated left leg being used as a control. 
In the third series, the entire body below 
the neck was enclosed in the moist air 
cabinet. 


Results 
Figure | illustrates the temperature 
changes produced by application of 
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Table 1: Average Temperatures at Ten-Minute Intervals Produced by the Application of Heated Moist Air 


Site of Area of No. of 
Measurement Application Subjects 
Skin One leg 6 


Two legs id 


Entire body 2 


Subcutaneous Two legs 10 
tissue Entire body Z 
Muscle One leg 8 
1.5 em. Two legs 10 


Entire body 2 


Muscle One leg 
3.0 cm. Two legs 10 


Entire body 2 


Rectal One leg 8 
Two legs 10 


Entire body 2 


heated moist air to both legs. Each line 
represents an average of the results ob- 
tained in ten experiments on six subjects. 
The superficial tissues heated and cooled 
more rapidly than the deep tissues The 
skin temperature rose 9.4C. in the first 
10 minutes and only one additional de- 
gree in the remaining 20 minutes, reach- 
ing a maximum of 41.3 C. On cessation 
of heating, the temperature dropped 
5.9 C. in the first five minutes and then 
decreased more gradually. The curve 
representing the increase and decrease of 
the subcutaneous tissue temperature was 
similar to that of the surface tempera- 
ture. The highest subcutaneous temper- 
ature was 40.5 C.; this occurred after 36 
minutes of heating. In muscle tissue at 
a depth of 1.5 cm., the temperature rose 
to 38.2 C. during 30 minutes of heating 
and decreased gradually when the heat- 
ing was discontinued. At a depth of 
3 cm., the teniperature continued to rise 
for 3 minutes after the heating period 
ended, reaching a maximum of 37.6 C. 
After this, cooling occurred slowly 

Moist air was applied to one leg in 
eight experiments and to the entire body 
in two experiments. The curves repre- 
senting the temperature readings in both 
of these groups were similar to those in 
figure 1; however, there were slight tem- 
perature differences. The table shows 
the temperature readings at 10-minute 
intervals. Figure 2 graphically illustrates 


Initial Temperature, °C. 

Cc. 10 Min. 20 Min. 30 Min. 
2.8 40.9 40.9 41.2 

30.9 40.3 40.8 41.3 
32.6 40.8 42.0 42.3 
32.4 19.6 40.2 40.5 
3.6 41 42.2 42.3 

34.9 $6.1 37.7 
36.0 38.2 

35.1 36.8 38.2 39.1 
35.8 35.9 36.5 36.9 
35.7 36.6 37.4 

35.8 $6.2 37.3 38.2 
37.1 37.3 37.4 

37.3 37.4 37.6 

7.4 37.5 37.9 38.6 


the differences in the average tempera- 
tures produced. The skin temperature 
rose to 41.2 C. when one leg was heated, 
to 41.3C. when both legs were heated, 
and to 42.6 C. when the entire body was 
heated. ‘The maximum subcutaneous tis- 
sue temperature was 40.5 C. when heat 
was applied to both legs, and 42.3 C. 
when applied to the total body. The 
subcutaneous tissue temperature was not 
recorded when one leg was heated, since 
the third needle thermocouple was used 
to measure temperature in the control 
leg. The muscle temperature at a depth 
of 1.5 cm. rose to 37.7, 38.2 and 39.1 C., 
respectively, with the application of heat 
to one leg, both legs, and the entire body. 
The temperature at a depth of 3 cm. was 
elevated to 37.2, 37.6, and 38.4C. Rec- 
tal temperature rose 0.4 C. when one or 
both legs were heated, and 1.4 C. when 
the entire body was heated. The maxi- 
mum rectal temperatures were 37.4, 37.7 
and 38.8C., or 99.4, 99.9 and 101.9 F. 

Two additional experiments were per- 
formed with the cabinet enclosing the 
entire body in order to observe the effects 
of a lower cabinet temperature (41.8 to 
#2.6C.). The temperatures produced 
were somewhat lower and the subjects 
were more comfortable during the treat- 
ment. The average maximum tempera- 
tures were 39.5, 38.9, 37.5, and 37.4C. 
at the skin, subcutaneous, 1.5 cm., and 


3 cm. levels respectively. Rectal temper- 
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Fig. 2 — Average temperature changes in the thighs 
of human subjects after a 30-minute application of 
heated moist air to different areas of the body. 
Number above each column indicates temperature 
rise. Base of column represents initial temperature 
and top of column represents maximum temperature. 


ature was elevated to 38.1 C. (100.5 F.). 


When heat was applied to one leg and 
the unheated leg was used as a control 
there was no temperature elevation of 
the tissue at a depth of 3 cm. in the 
control leg 


Discussion 
Figure | illustrates the amount and 
rate of increase in tissue temperatures 
at Before heating, the 
gradient of the tissue temperature was 
from warmer deep muscle to cooler skin. 
When part of the 
placed in an environment of heated or 
humidified air, the superficial tissues 


various levels. 


or most body was 


heated rapidly and the deeper tissues 
heated more slowly, so that the tempera- 
ture gradient became reversed. 
During cooling, the gradient returned to 


the original direction, although initial 


soon 


temperatures were not regained within 
the observed 30-minute cooling period. 
The body temperature elevation 
greater the of 
heat was increased and the area from 
which heat could be lost was decreased. 


was 


when area exposure to 


The application of heated moist air 
is effective, safe, and reasonably com- 
fortable for the patient and can be used 
in conditions requiring either general or 
local heating. In prescribing this treat- 
ment consideration should be given to 
the area of the body to be treated, the 
cabinet temperature, and the length of 


the heating period. When most of the 
body is enclosed in the cabinet, tissue 
temperatures are slightly higher and rec- 
tal temperature is considerably higher 
than when smaller areas are heated. In 
our study the two subjects who were 
treated the total body exposure 
method, with the cabinet set at the max- 
imum temperature, noted extreme dis- 
comfort after 20 minutes of heating. 
They became restless and complained of 
light-headedness and numbness or ting- 
ling of the fingers. The pulse rates in- 
creased to as high as 128. At a lower 
cabinet temperature, the subjects were 
comfortable during the first 25 minutes 
of heating, and increase in pulse rate was 
only moderate. There were no untoward 
reactions when the maximum cabinet 
temperature was used in heating one or 


by 


both legs. 

The experimental results may also 
serve as a guide in prescribing local 
heating. In our study, tissue temper- 
atures were elevated 1.4 to 2.1C. at a 
depth of 3 cm. when one or both legs 
were heated with the cabinet set at the 


maximum temperature (44.4C.). 
Summary 
Body and tissue temperatures were 


measured in normal male subjects dur- 
ing and after 30 minutes of heating in 
a moist air cabinet. The results indicated 
that the application of heated moist air 
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at a temperature of 44.4 C. produced a 
rise in the temperature of tissues at a 
depth of at least 3 cm. Higher body 
and tissue temperatures were produced 
when heat was applied to the entire 
body than when one or two extremities 
were heated. The treatment is consid- 
ered safe and effective for both local 
and general heating when due regard 
is given to the optimum area and time 
of exposure and temperature of the 
cabinet. 
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Cost of a Comprehensive Community Program 
for Cerebral Palsy 


Paul A. Nelson, M.D. 


and 


Robert D. Mercer, M.D. 


This report is a sequel to one presented 
in May, 1955,! which described a com- 
munity-wide program for the care of 
children and adults with cerebral palsy 
in the Greater Cleveland area. This area 
includes Cleveland, 19 other contiguous 
cities, 38 villages, and 4 townships, which 
comprise a community of 1,501,600 pop- 
ulation (October, 1954). This study was 
undertaken at the suggestion of the dis- 
cussant® of the previous report who felt 
that data concerning cost of care for per- 
sons with cerebral palsy would be of con- 
siderable value to communities planning 
similar programs. 

Our previous report stressed the im- 
portance of comprehensive planning for 
cerebral palsy by health and welfare 
agencies within the community. Through 
such agencies in Cleveland, the various 
organizations interested in cerebral palsy 
have obtained an accurate picture of the 
community's resources and needs for 
diagnosis and treatment, for education, 
for vocational guidance, for custodial 
care, and for financial assistance to per- 
sons handicapped by cerebral palsy. The 
Cleveland Health Council in 1952 con- 
ducted a survey of 24 agencies providing 
services to such persons and found a total 
of 543 children with cerebral palsy, an 
incidence of 1.4 known cases per 1,000 
population less than 20 years of age. ‘The 
Welfare Federation of Cleveland in 1951 
compiled detailed information concern- 
ing children less than six years old with 
mental and/or physical handicaps who 
were in need of some services not pro- 
vided by facilities within the community. 
With the information from these surveys, 
Cleveland has been able to plan to meet 
the needs of persons with cerebral palsy 
without duplication of expensive services. 
Co-operation rather than competition 
has been fostered among the agencies 
that provide services to these people. In 
this manner Cleveland is striving to 


Cleveland 


achieve a comprehensive program for 
cerebral palsy. 


Cost of Services 

United Cerebral Palsy Association of 
Cuyahoga County: Founded only five 
years ago by a group of parents of chil- 
dren with cerebral palsy, the Cuyahoga 
County Chapter of The United Cerebral 
Palsy Association (U.C.P.A.) now plays 
an important role for children and adults 
with cerebral palsy in this area. Table 1 
summarizes the cost of the various serv- 
ices of this organization for the period 
from July 1, 1954, to July 1, 1955. 


Table 1: Cost of Services Provided Through United 
Cerebral Palsy Association of Cuyahoga County. 
zz 

si sic 

és 6&™ 

Service Za =P Cost 
Medical program 

of diagnosis 

and therapy 132 91 3,561 $ 10,393.04 
Speech therapy 66 66 1,179 2,787.49 
Adult program 27 7 570 3,746.33 
Braces and 

appliances 5 5 577.59 
Academic readiness 

classes 24 24 2,960 9,052.67 
Summer camping 

for adults 29 17 326 1,895.75 
Transportation 22 22 3,337 6,085.35 
Parent education 47 47 224 1,469.85 
Social service 269 269 757 492.18 
Allocation to National U.C.P.A. 

for research and training 33,193.65 
Office and Administraticn 13,623.05 
Public relations 3,212.70 


Fund raising 10,659.06 


TOTAL $ 97,188.71 
Special Grant from National U.C.P.A. 


for summer workshop on speech therapy 5,400.00 


GRAND TOTAL $102,588.71 
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It has been the policy of this organiza- 
tion to use facilities already present with- 
in the community rather than to set up 
separate facilities. Thus, U.C.P.A. spon- 
sors a medical pr ‘am of diagnosis and 
therapy in co-oper ion with the Cleve- 
land Clinic and a program of speech 
therapy with the Cleveland Hearing and 
Speech Center. These programs will be 
described later in this paper. 

During the year of this survey, 27 
adults participated in the adult program 
sponsored by U.C.P.A. at the Cleveland 
Rehabilitation Center, which provides 
evaluation of potential for rehabilitation, 
group instruction in English and speech, 
and social and recreational activities in- 
cluding supervised swimming. This group 
of adults meets weekly throughout the 
year. During the summer, U.C.P.A. or- 
ganized and financed a two-week pro- 
gram of camping for 29 adults at Camp 
Cheerful, which was loaned for this pur- 
pose by the Society for Crippled Chil- 
dren of Cleveland. 

Twenty-four children 
ages of 6 and 11 years were enrolled in 
academic readiness classes conducted by 
U.C.P.A. in one of Cleveland’s publi: 


schools. 


between the 


These children attended either 
the morning or afternoon 
days a week; the more severely handi- 
capped children attended the morning 
session. The purpose of this progrum is 


session five 


to give special training to children cis- 
qualified from public school « ther 
cause of behavior problems or v«« 
their 
minimal standard 
such 


measures below ¢1 

I. Q. 70). '! 
U.C.P.A. seeks to hel) 
these children adjust to the point where 
they will be accepted in some phase of 


intelligenc 


training 


the regular public school program: for 
example, Sunbeam School for Crippled 
Children or 
other 
from 


the slow-learner classes in 
schools. Transportation to and 


these classes is provided by 
U.C.P.A.; a maior expenditure during 
the past year was the purchase of a sta- 
tion wagon 

Another activity of this group is the 
parent which 
attended by 47 parents during the past 


year. 


education’ program, was 
The cost of social service for the 


children and adults with cerebral palsy 
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known to this agency has been minimal, 
since the social service worker has do- 
nated her full-time services, charging 
only her expenses to this organization. 

A large item in the budget of U.C.P.A. 
is the amount allocated to the national 
organization with which it is affiliated: 
this money is used for research in cere- 
bral palsy, training of personnel, and 
public education. An example of the use 
to which such funds are put is the spe- 
cial grant from National U.C.P.A. in 
1954 to the Cleveland Hearing and 
Speech Center for a six-week summer 
workshop on speech therapy for children 
with cerebral palsy. 

Society for Crippled Children of Cleve- 
land: Since it began operation in 1940, 
the Society for Crippled Children, the 
Easter Seal agency in Cleveland, esti- 
mates that it has helped more than 4,500 
children. Although it is not exclusively 
interested in cerebral palsy, the amount 
of money it spends in the care of chil- 
dren with cerebral palsy is greater than 
that spent by any other private or public 
The services it provided this 
1954 to 


agency. 
group of children from July 1, 
July 1, 1955 are listed in table 2. 

The Society 
beautifully equipped West Side Center 
experienced staff provides 
physical therapy, occupational therapy, 


operates a modern, 


where an 


speech therapy, and a nursery school 
program to children on an outpatient 
A similar program is carried out 
on the East Side in cooperation with the 
Cleveland Rehabilitation Center. Lunch 
and transportation are provided at both 
centers. For children 
verely crippled to leave home, visiting 
therapists and volunteer aides provide 


basis. 


who are too se- 


a homebound progiam of occupational 
and recreational therapy; a weekly radio 
school program also reaches these chil- 
dren. 

Camp Cheerful, which is owned by 
the Society, is a year-round camp for 
crippled children; last year 64 children 
and adults with cerebral palsy took part 
in the regular two-week summer camp- 


ing sessions. Other events, such as week- 
end outings and parties, in which 177 
children with cerebral palsy participated, 
were held throughout the year. 


. 
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Table 2: Services to Children with Cerebral Palsy Pro- 
vided by Society for Crippled Children of Cleveland. 


Service Number of Units of 
Children Service 
East Side and West Side Centers 
Physical therapy 105 3,336 
Occupational therapy 59 1,697 
Speech therapy 416 1,288 
Nursery school 77 3,166 
Meals served SO 3,266 
Transportation 106 4,634 
Homebound program 
Occupational therapy s 184 
Recreational therapy 11 261 
Weekly radio school 13 
Camp Cheerful 
Summer camping sessions 64 S96 


Week-end outings 
and other events 177 


Equipment and Appliances 


Loans of wheelchairs, 
other equipment a4 


Provision of braces 
and appliances 82 


Medical services and 
emergency care 184 


Psychological services 
testing 34 


Vocational counseling 
and guidance 18 


Medical social service 


The Society follows a most generous 
policy in provision of equipment to chil- 
dren with cerebral palsy: 54 children 
were loaned wheelchairs or other equip- 
ment, and 82 received special braces or 
assistive appliances prescribed by their 
physicians. When the need exists, the 
Society pays for medical services and 
emergency hospital care; during the 
year, 184 children with cerebral palsy 
received such services. 

When children under 18 years of age 
require psychological testing or voca- 
tional counseling and guidance, the So- 
ciety makes necessary arrangements with 
community agencies or qualified individ- 
uals and pays whatever fees are charged. 
Thirty-four children with cerebral palsy 
received psychological testing in the past 
year and 18 received vocational guidance. 

Table 3 lists the cost of various services 
provided by the Society for Crippled 
Children of Cleveland. The figures in- 
cluded in this table were obtained 
through the co-operation of the staff 
members who reviewed their respective 
case-loads and estimated the proportion 
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Table 3: Cost of Services to Children with Cerebral Pals 
Provided by Society for Crippled Children of Cleveland. 


Service Cost 
East Side and West Side Centers 


Salaries (professional, service, and 


administrative) $ 53,258.19 


Meals for patients 1,245.56 
Transportation of patients 4,404.40 
Maintenance (utilities, rent, janitor, 

and insurance) 2,539.83 
Supplies (school and treatment) 1,442.00 
Office expenses 2,185.98 
Development of West Side Center 1,721.46 


Camp Cheerful 


Year-round operations 6,519.10 
Equipment 2,342.64 
Improvement and development 17,749.58 
Equipment loans, braces and appliances 5,700.90 
Medical services and emergency care 2,688.02 
Psychological services 1,216.00 
Allocation to national and Ohio 
societies for crippled children 9,501.48 
Public relations 857.31 
Fund raising 5,126.10 
Project equipment 541.81 
TOTAL $119,039.46 


of their working time that was spent with 
children who had cerebral palsy; from 
these estimates, expenses that could be 
charged to cerebral palsy were calculated. 


The amounts charged to cerebral 
palsy for new equipment and for im- 
provement and development of facilities 
represent about 25 per cent of total 
agency disbursements for these purposes. 
Since 9.1 per cent of all income to the 
Society was allocated to affiliated na- 
tional and state organizations, this per 
cent was applied to the total costs for 
services to children with cerebral palsy 
in order to obtain the figure listed on 
table 3. The cost of fund raising amounts 
to 4.5 per cent of all agency income; sim- 
ilarly, this per cent was used to calculate 
the amount charged to cerebral palsy. 
Diagnostic and Treatment Center for 
Cerebral Palsy (Cleveland Clinic): One 
hundred forty-five children and adults 
with cerebral palsy were seen in the 
Diagnostic and Treatment Center for 
Cerebral Palsy of the Cleveland Clinic 
between July 1, 1954, and July 1, 1955. 
Of this group, 72 patients received their 
initial diagnostic studies during this year, 
2 children were admitted for psycho- 
metric testing only, and the remaining 
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71 children and adults had been ad- 
mitted to the program before July 1, 
1954, but had returned for therapy or 
additional diagnostic services. Eighty- 
five per cent of the entire group were 
referred through U.C.P.A., ten per cent 
through the Society for Crippled Chil- 
dren of Cleveland, and the remainder 
were admitted as private patients inde- 
pendent of either agency. 

Table 4 lists the services provided at 
the Cleveland Clinic for persons with 
cerebral palsy, and the total charges 
made in caring for this group of 145 
children and adults. Because a fairly 
large number of “no charge” rechecks 
are made, and because the Cleveland 
Clinic gives special rates to welfare agen- 
cies, some of the charges may seem quite 
low. Caution should be used in making 
any generalizations concerning costs of 
diagnostic programs or therapy on the 
basis of this analysis. 

At the Diagnostic and Treatment Cen- 
ter for Cerebral Palsy an initial evalua- 
tion of a person with cerebral palsy in- 
cludes a thorough history and careful 


physical examination by the pediatrician 
or the internist, consultations with the 
physiatrist and orthopedic surgeon and, 
when indicated, with the ophthalmolo- 
gist, otolaryngologist, neuropsychiatrist, 
neurosurgeon, generai surgeon, dentist, 
or specialist in speech and hearing prob- 
lems. It aiso includes psychometric test- 
ing; roentgenograms of the skull, chest, 
and pelvis, when necessary; laboratory 
tests (hemoglobin, leukocyte count, dif- 
ferential cell count, serology, blood sugar 
determination, and urinalysis) ; and, fre- 
quently, an electroencephalogram. 


During the past year hospitalization 
was found necessary on 33 occasions. In 
six patients dental procedures were car- 
ried out under general anesthesia; in two 
patients, pneumoencephalograms were 
obtained; and in ten patients, various 
operations were performed ranging from 
tonsillectomy or circumcision to obtura- 
tor neurectomy, Stoffel neurectomy with 
lengthening of the Achilles tendon, and 
lumbar subarachnoid-fallopian tube per- 
itoneal shunt. In the others, hospitaliza- 
tion was necessary for medical treatment. 


Table 4: 
Analysis of Services and Charges for Diagnosis and Treatment of 145 Children and Adults with Cerebral Palsy.” 


Admissions before 7/1/54 


U.C.P.A. 
Service No. Amount No. 
Pediatric (or medical) 
History and examination 
Recheck 102 $520.00 7 
Consultations and rechecks 
Physiatric 87.00 
Orthopedic 8 73.00 
Ophthalmologic 10 53.00 
Otolaryngologic 15.00 2 
Neuropsychiatric 13 39.00 
Neurosurgical 
Surgical 
Dental 4 3.00 
Speech and hearing 1 10.00 2 
Psychometric testing 16 286.00 4 
Roentgenograms 24 220.00 
Laboratory tests 112 120.00 9 
Electroencephalogram 5 110.00 1 
Hospital procedures 1 520.11 
Physical therapy 790 2543.00 26 
Occupational therapy 833 2392.7 24 
Staff conferences 43 430.00 3 
TOTALS $9421.86 


*Data from Diagnostic and Treatment Center for Ce 


Admissions after 7/1/54 


Other U.C.P.A. Other 

Amount No. Amount No. Amount 
7 $830.00 15 $325.00 
$40.00 48 115.00 16 34.00 
18.00 50 284.00 15 103.00 
15.00 35 222.00 7 33.00 
22 189.00 10.00 
5.00 14 78.50 7 25.00 
5 25.00 1 12.00 

2 5.00 1 
2 10.00 

4 &.00 2 
20.00 82.50 3 20.00 
32.00 5S 478.00 13 119.00 
104 1183.00 27 295.00 
3.00 335 371.00 104 114.00 
25.00 14 300.00 7 145.00 
26 1520.15 15 2530.60 
132.00 374 1277.50 207 725.00 
95.00 317 955.75 54 153.50 
30.00 12 120.00 2 20.00 
$415.00 $7944.40 $4714.10 


rebral Palsy, Cleveland Clinic. 
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CEREBRAL PALSY 
Each child receives individual treat- 
ments, usually on a weekly basis, in phys- 
ical and occupational therapy at the 
Cleveland Clinic. At intervals of three 
months, children receiving ex- 
tended courses of therapy are scheduled 
for discussion at a staff conference, which 


to Six 


is attended by the pediatrician, physia- 
trist, psychologist, medical social worker, 
physical therapist, and occupational 
therapist. At these meetings the child’s 
progress is evaluated and his future pro- 
gram is outlined. 

The total charges made for diagnostic 
services and therapy to 145 children and 
adults during the year from July 1, 1954, 
to July 1, 1955, were $22,495.36. Of this 
amount, $10,393.04 was paid by United 
Cerebral Palsy Association of Cuyahoga 
County, $5,082.32 by the Cleveland Hos- 
pital Service Association (Blue Cross 
Plan), $324.54 by the Crippled Chil- 
dren’s Services of Cuyahoga County 
Child Welfare Department, $198.50 by 
the Society for Crippled Children of 
Cleveland, and the remainder was billed 
to the parents 

Cleveland Hearing and Speech Cen- 
ter: In co-operation with United Cere- 
bral Palsy Association, the Cleveland 
Hearing and Speech Center treated 66 
children and adults with cerebral palsy 
between July 1, 1954, and July 1, 1955, 
giving a total of 1,179 units of service. 
Thirty children received 466 individual 
sessions of speech therapy, and 18 young 
adults received speech therapy on a 
group basis; the cost for this program 

$2,787.49) was paid by the Cuyahoga 
County Chapter of U.C.P.A. Twenty-six 
children were treated in a summer work- 
shop in speech therapy for children with 
cerebral palsy, for which a grant of 
$5,400 was made by the National United 
Cerebral Palsy Association to the Cleve- 
land Hearing and Speech Center. This 
project, which lasted six weeks, provided 
not only an intensive program of speech 
therapy for these children but also clin- 
ical and academic training for 15 speech 
therapists who were granted scholarships 


by the National U.C.P.A. 


In addition to the programs of speech 
therapy carried out in co-operation with 
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U.C.P.A., 31 children and adults with 
cerebral palsy received 189 private ses- 
sions of speech therapy at the Cleveland 
Hearing and Speech Center. 

Cleveland Board of Education: The 
Sunbeam School for Crippled Children 
is a public school for handicapped chil- 
dren less than 18 years of age that pro- 
vides full-day classes from kindergarten 
through ninth grade, physical therapy, 
speech therapy, vocational classes, and 
recreational opportunities. Lunch _ is 
served to all children, and transportation 
is furnished to those residing in Cleve- 
land. 

For admission to Sunbeam School a 
child must be referred by his physician, 
have a mental age of at least five years, 
and have an intelligence quotient of 70 
er better. For the school year 1954-55 
the total enrollment was 260 children, 
of whom 82 were diagnosed as having 
cerebral palsy. 

For the past year the cost for each 
child enrolled at Sunbeam School 
amounted to $998.01, which was $742.53 
more than it cost for a child enrolled in 
regular public school. Thus the total ad- 
ditional cost of education for the 82 chil- 
dren with cerebral palsy enrolled at Sun- 
beam School during the past year was 
$60,887.46. Of this amount, the state of 
Ohio paid $32,800, or $400 for each 
child. The remainder, $342.53 for each 
child, was paid by the city or village in 
which the child resided. 

Crippled Children’s Services of Cuya- 
hoga County Welfare Department: The 
crippled children’s program in Ohio was 
established by law in 1919 for the pur- 
pose of providing financial aid when 
necessary to assure medical care for 
handicapped children less than 21 years 
of age, so that they might become young 
adults with minimum disability and 
maximum capacity for livelihood. A 
broad interpretation is given to the term 
“medical care” so that it includes not 
only physician’s fees, hospitalization, 
drugs, and surgery, but also physical 
therapy, occupational therapy, braces 
and appliances, special shoes, transporta- 
tion necessary for medical care, and 
foster home care. 
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During the period from July 1, 1954, 
to July 1, 1955, 42 children with cere- 
bral palsy residing in Cuyahoga County 
received financial assistance through the 
Crippled Children’s Services 

Rose-Mary Home for Crippled Chil- 
dren: Rose-Mary Home for Crippled 
Children is an inpatient treatment center 
for the full-time care of handicapped 
children between 2 and 12 vears of age 
who are not bedfast and are educable. 
Medical supervision, nursing care, physi- 
cal therapy, occupational therapy, speech 
therapy, dental care, and educational 
and recreational opportunities are pro- 
vided. The capacity of this center is 50 
children. In regard to admission there 
are no limitations as to race, creed, or 
place of residence; a trial period of 3 to 
6 months may be arranged on referral 
from a physician if it seems likely that 
the child might benefit from the program 
that Rose-Mary Home offers. During 
the calendar year 1954, thirteen children 
with cerebral palsy from Cuyahoga 
County received inpatient care at Rose- 
Mary Home for a total of 2.5373 days 

Highland View Cuyahoga County 
Hospital: Highland View Hospital is a 
$50-bed county hospital that offers in- 
patient services to persons older than 
12 years. In addition to diagnostic eval- 
uation, medical and surgical treatment, 
and nursing care, the following services 
are provided: physical, occupational, 
and speech therapy: psychological and 
vocational testing: sheltered workshop 
activities: and, if other measures are not 
feasible, custodial care. Emphasis _ is 
placed upon total rehabilitation of the 
patient. 

During the period from July 1, 1954, 
to July 1, 1955, fifteen persons with cere- 
bral palsy received inpatient care at 
Highland View Hospital for a total of 
+.220 days 

Cerebral! Palsy Clinic, University Hos- 
pitals Western Reserve University): 
The Cerebral Palsy Clinic of University 


Hospitals is a diagnostic clinic that is 
operated as a part of the orthopedic 
outpatient department. Children requir- 
ing therapy are referred to the Cleveland 
Hearing and Speech Center, the Society 


for Crippled Children’s East Side or 
West Side centers, or to other facilities 
within the community. At regular inter- 
vals these children return to the clinic 
for recheck examinations. 

Between July 1, 1954, and July 1, 
1955, thirty-five children with cerebral 
palsy were examined at the Cerebral 
Palsy Clinic on 103 occasions, for which 
charges were made totalling $74.50. Al- 
though no figures are available as to 
actual cost of operation of the Cerebral 
Palsy Clinic, the cost per visit for all 
outpatient clinics in University Hospitals 
during 1954 was $5.04. Therefore, the 
total cost of diagnostic services to these 
35 children can be estimated as $519.12. 

Cerebral Palsy Foundation School: 
The Cerebral Palsy Foundation School 
provides full-day care five days a week 
to children with cerebral palsy between 
the ages of 3 and 10 years. This facility, 
which has a capacity of 16 children, 
offers a program of physical, occupa- 
tional, and speech therapy, and educa- 
tional activities on nursery and elemen- 
tary school levels. Lunch is provided for 
the children. For the period from July 1, 
1954, to July 1, 1955, twenty-five chil- 
dren were enrolled in the Cerebral Palsy 
Foundation School. 

Cleveland Rehabilitation Center: The 
Cleveland Rehabilitation Center pro- 
vides rehabilitation services on an out- 
patient basis. In co-operation with the 
Society for Crippled Children of Cleve- 
land, the Rehabilitation Center provides 
physical, occupational, and speech ther- 
apy, and nursery school training for chil- 
dren with cerebral palsy. In cooperation 
with U.C.P.A., the Rehabilitation Center 
evaluates each adult with cerebral palsy 
in regard to his potential capacity for 
vocational rehabilitation, and makes 
available its facilities for group instruc- 
tion in English and speech and for social 
and recreational activities including su- 
pervised swimming. 

For its services from July 1, 1954, to 
July 1, 1955, the Cleveland Rehabilita- 
tation Center received $19,883.40 from 
the Society for Crippled Children of 
Cleveland and $3,746.33 from the 
United Cerebral Palsy Association of 
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CEREBRAL PALSY 


Both of these 


County. 


Cuyahoga 
amounts were listed previously as expen- 
ditures of the respective agencies. 


Council for the Retarded Child: The 


Council for the Retarded Child is an 
agency organized for the purpose of aid- 
ing children who are so severely retarded 
mentally that they are not eligible for 
admission to public schools. The Coun- 
cil sponsors full-day classes, which meet 
five days a week, where these children 
are taught to feed and dress themselves. 
to take care of their personal needs, to 
adiust to other children, io use public 
transportation, and finally after they 
have acquired these odasic abilities, to 
read and write. Children between 6 and 
21 years of age who are ambulatory and 
toilet-trained, and who are not eligible 
for public school because of low intelli- 
I. Q. less than 50) are admitted 


to these classes. 


gence 


Between July 1, 1954, and July 1, 
1955, 170 mentally retarded children 
were enrolled in the 15 opportunity 
classes throughout Greater Cleveland: of 
this group, it was estimated that about 
10 per cent have mild forms of cerebral 
palsy. The unofficial estimate of cost 
for each child for this period is $385.13. 
The state of Ohio and Cuyahoga County 
together pay about 44 per cent of ex- 
penses of this agency; parents who are 
able to pay are charged $5 per week. 

Ohio State Bureau of Vocational Re- 
habilitation: The Bureau of Vocational 
Rehabilitation provides the following 
services to persons who are handicapped 
vocationally because of physical or men- 
tal impairment: (1) individual 
tional testing, counseling, and guidance; 
(2) medical, psychiatric 
care, and hospitalization, if there is 
financial need and if such treatment will 
remove or reduce the disability within a 
reasonable period of time; (3) artificial 
limbs, braces, hearing aids, and trusses if 
such devices might increase work capac- 
ity and if there is financial need: and 
(4) specialized training in schools, col- 
leges, universities, on-the-job apprentice- 
ships, or in any situations that lead to 
gainful employment, whether or not 
there is financial need. From July 1, 


voca- 


surgical, or 
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Table 5: Cost for One Year of Services to Children and 
Adults with Cerebral Palsy in Greater Cleveland 


Unduplicated 
Program Cost Cost 
United Cerebral Palsy 

Association of 
Cuyahoga County 


$102,588.71 $102,588.71 


Society for Crippled 


Children of Cleveland 119,039.46 119,039.46 
Cleveland Clinie Diagnostic 

and Treatment Center 

for Cerebral Palsy 22,495.36 11,903.82 
Cleveland Hearing and 

Speech Center 8,830.49 643.00 
Cleveland Board of 

Education: Sunbeam School 

for Crippled Children 60,887.46 60,387.46 
Cuyahoga County Welfare 

Department: Crippled 

Children’s Services 32,063.38 30,667.34 
Rose-Mary Home for 

Crippled Children 24,394.44 13,695.44 
Highland View Cuyahoxa 

County Hospital 54,560.00 52,904.04 
Cerebral Palsy Clinic, 

University Hospitals 519.12 519.12 
Cerebral Palsy 

Foundation School 28,671.93 28,671.93 
Cleveland Rehabilitation 

Center 23,629.73 - 
Council for the Retarded 

Child Training Classes 6,547.21 6,547.21 
Ohio State Bureau of 

Vocational Rehabilitation 1,707.00 1,707.00 


TOTAL $429,774.53 
1954, to July 1, 
persons with cerebral palsy residing in 
Cuyahoga County received services from 


1955, approximately 16 


this bureau. 


Other Services: Undoubtedly a num- 
ber of children and adults with cerebral 
palsy were treated by their family physi- 
cians and were admitted to various hos- 
pitals within the community. Informa- 
tion concerning cost of such services is 
not available. Probably the amount for 
any one hospital would not be large. 
For example, in Cleveland City Hospital 
fewer than five persons with cerebral 
palsy received physical therapy during 
the period under consideration. 

Other agencies in Greater Cleveland 
provide services to a few persons with 
cerebral palsy. The Cleveland Guidance 
Center offers psychiatric assistance and 
guidance in management of children 
with behavior problems; this agency re- 
ports that during the past year only three 
children with cerebral palsy received 
such services. The Vocational Guidance 
Bureau at times gives vocational testing 
and guidance to persons with cerebral 


— 
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palsy. Other organizations that also pro- 
vide services are the Goodwill Industries 
in its Sheltered Workshop, the Cleveland 
Public 


Para-Progressives, 


Library in its homebound service. 


and a group of dis- 
abled adults who help each other to be- 


come more self-sufficient. 


Summary 

The costs for one year 
to July 1, 1955 
in Greater Cleveland providing services 


July 1, 1954. 


of the major programs 


( erebral 
Sine 


there was some duplication of cost, con- 


to children and adults with 


palsy are summarized in table 5. 


sideration should be given only to the 


unduplicated cost, which is listed in the 
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1956 


5. On the 
basis of this survey, the total cost for che 


right-hand column of table 


year of all programs in Greater Cleve- 
land is $429,774.53. 
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IMPORTANT ANNOUNCEMENT 


American Board of Physical Medicine and Rehabilitation 


The next examinations for the American Board of Physical 


Medicine and Rehabilitation will be held in Chicago, June 16 


and 17, 1956. The final date for filing applications is Feb- 


ruary 1, 1956. Applications for eligibility to the examinations 
should be mailed to the Secretary, Dr. Earl C. Elkins, 200 1st 


St., S.W., Rochester, Minn. 


Use of Occupational Therapy in Physical 
Rehabilitation 


O. Leonard Huddleston, M.D., Ph.D. 
Santa Monica, Calif. 


The purpose of this paper is to present 
my ideas regarding the use of occupa- 
tional therapy in the physical rehabilita- 
tion of patients with neuromuscular dis- 
orders and to describe the operation of 
the occupational! therapy service at the 
California Rehabilitation Center. In my 
opinion, only functional occupational 
therapy has any significant use in physi- 
cal rehabilitation; it may be of primary 
importance in others. In_ physical re- 
habilitation individual occupational ther- 
apy and one or more hours of group 
therapy (four patients to one therapist) 
may be utilized; in other types of reha- 
bilitation the patient receives only group 
therapy. In most instances occupational 
therapy is used as a complemental thera- 
peutic procedure to enhance the neuro- 
muscular re-education provided in physi- 
cal therapy by the 
exercises. 


manual resistive 

Occupational therapy is used almost 
exclusively to improve the functional 
usage of the upper extremities. However, 
activities may be _pre- 
scribed to improve sitting and standing 
balance, or to correct the patient’s pos- 
ture and work habits. 

The medical staff is obliged to direct 
and supervise the activities carried out in 
the occupational therapy service. The 
activities do not have to conform neces- 


in some cases, 


sarily to the experience and training re- 
ceived in occupational therapy schools, 
but may include other activities that are 
conventionally included in other ancil- 
lary services. It is common sense to em- 
ploy the services and skills they are most 
capable of performing, but there is noth- 
ing to prevent a physician from either 
requesting or permitting his occupational 
therapy staff to carry out certain func- 
tional activities that are not customarily 
regarded as conventional occupational 
therapy, provided, of course, ample in- 
struction and in-training is provided. 
There is one point I should like to stress 


very emphatically — whatever a_physi- 
cian prescribes in occupational therapy, 
or whatever procedure he recommends, 
is occupational therapy regardless of 
what anyone else wishes to label it. It is 
my belief that there is little need for ex- 
tensive utilization of diversional therapy, 
psychological training, and psychother- 
apy which is emphasized so heavily in 
some of the occupational therapy train- 
ing schools. In any busy rehabilitation 
center, there is little need for activ- 
ities other than functional occupational 
therapy. 


Objectives and Activities 

The objectives of occupational therapy 
are as follows: 

1. To develop and improve gross and 
fine functional movements of the 
upper extremities. 

2. ‘To increase speed, accuracy, and en- 
durance of neuromuscular activities 
of the upper extremities. 

3. To train patients in self-care activ- 
ities involving principally the upper 
extremities. 

t. To participate in certain phases of 
vocational training. 

5. ‘To develop power, co-ordination, en- 
durance, motor skills, and functional 
performance of the upper extremities 
and to achieve maximal functional 
recovery. 

6. To train patients in the functional 
use of braces, splints, prostheses, and 
mechanical assistive devices. 

The activities of the occupational 
therapy service, other than those imme- 
diately concerned with the development 
of maximal function of upper extrem- 
ities, are: Periodic evaluation of self-care 
functions and other activities of daily liv- 

Read at the Thirty-second Annual Session of 
the American Congress of Physical Medicine and 

Rehabilitation, Washington, D. C., September 8, 

edical Director, California Rehabilitation Cen- 

ter, Santa Monica; Clinical Professor of Physical 


Medicine, University of Southern California School 
of Medicine, Los Angeles. 
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NAME DIAGNOSIS 
AGE SEX THERAPIST 
DATE 


A. Condition of function 
1. Bed patient 
2. Wheelchair patient 
3. Uses crutches or canes 


4. Ambulatory without assistance 


B. Hygiene 
1. Comb hair 
2. Setting hair with pins 
3. Brush teeth 
4. Shave or apply make-up 
Wash hands and face in basir 
6. Take a tub bath 


Take a shower bath 


C. Dressing 
1. Dress 
2. Undress 
Button buttons 
1. Tie shoes while on 
Apply and remove braces 


6. Open purse an¢ into pockets 


D. Feeding 
1. Eat with spoon and/or fork 
2. Cut meat 


3. Drink from glass 


4. Drink from cup 


E. Hand Activities 
1. Use dial telephone 
2. Manipulate book 


3. Write 


Wind wrist watch 


Open and close drawers 
6. Operate light switches 
7. Pick up object from floor 
&. Open and close door 

9. Propel wheelchair 


10. Use key and lock 


Patient's signature 
(See other side for subsequent signatures) 


Oo Unable to perform activity not applicable. 

P Poor: performance partial: requires human assistance but needs improvement. 
F Fair: performed without any human assistance but needs improvement. 

G Good: adequate performance for practical performance but some residual. 

N Norma! without residual in bodily segment 

Grade in red performance practical but relies on others when should not. 


Circied grade @) limited in type 


wrade | with mechanical assistance. 


Remarks 


Fig. 1 — Occupational therapy functional activity record of the California Rehabilitation Center. 
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OCCUPATIONAL THERAPY 


NAME 
AGE SEX 
A. SELF-CARE 

(a) Bed Activities 


1. Turn over 


2. Sit up 


(b) Wheelchair activities 

3. Chair to floor 


4. Floor to chair 
5. Chair 
6. Chair to 


to chair 


standing 


Standing to chair 
9. Tub 
10, Wheelchair in and out of car 
11. Brace application .......... 
GAIT 
Mechanical aids used: 
Il-bars, crutches, X-sticks, canes, 


prostheses, braces, unaided 


(a) Standing Activities 


1. Into ear 


3. Down to floor 


4. Up from floor 


6. Tub 


7. Shower 
(b) Walking Activities 


1. Standing balance 


2. 4-point gait ........ 

6. Forward 

%. Open, pass, close door ........... 
10. Cross street with signal ......... 

12. Walking endurance ..... 

(c) Elevation 


3. Stairs, with rails 


4. Stairs, without rails 


Unable to perform activity. 

Poor; partial performance, requires assistance. 
Fair; performed without assistance. 

Good; adequate performance but some residual. 


HUDDLESTON 


DIAGNOSIS 


THERAPIST 


DATE 


N Normal. 
Cireled grade F limited in types. 


Squared grade G 


2 — Physical therapy functional activity record of the California Rehabilitation Center. 


with mechanical assistance. 
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ing: conduction of tests for speed, ac- 
curacy, and work tolerance of designated 
activities; and participation with the vo- 
cational rehabilitation service in testing 
and training patients for specific voca- 
tional needs 

The goal to be reached by any patient 
must, of necessity, be established individ- 
ually in terms of the diagnosis, physical 
handicaps, extent of disabilities, prog- 
nosis for recovery, as well as the interest, 
co-operation, and capabilities of the pa- 
tient. In 
achieved may be that of sufficient recov- 


some cases the goal to be 
ery to enable the patient to undertake an 
active vocational training program, ne- 
cessitating a change of occupation. In 
other patients, it may be that of obtain- 
ing sufficient functional recovery to re- 
These 


goals, of course, are established by the 


turn to his former occupation 


physiatrist in charge of the patient’s re- 
habilitation program. 


Application of Principles of Neuromuscular 
Re-Education 

I have described the cardinal prin- 

ciples of neuromuscular rehabilitation in 

Briefly, 

maximal voluntary effort during isotonic 


and isometric contraction, (2 


another paper.' they are (1 
reinforce- 
ment of voluntary contraction by synap- 
tic facilitation, (3) use of mass move- 
ment exercise and primitive motion pat- 
terns, (4) repetition, and (5) adequate 
duration of treatment. 

The clinical application of basic physi- 
ological principles to the treatment of 
neuromuscular disorders have been de- 
scribed adequately as applied to physical 
therapy”? ther- 
“1! The principles of greatest im- 


and to occupational 
apy. 
portance, as 
therapy, are 


cises; (2) utilization of myotati 


applied to occupational 
1) maximal resistive exer- 
stretch 
reflexes; (3) use of mass motion pat- 
terns, especially the diagonal mass mo- 
tion extent, 


straight functional patterns; (4 


patterns, and, to a lesser 
contact- 
ual stimulation, and (5) reinforcement 
of voluntary and reflex activities by syn- 
aptic facilitation 

The fifth principle may be accom- 
plished by employing two or more of the 


other principles either simultaneously or 
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in serial sequence; for example, simul- 
taneous contraction of synergic and fix- 
ation muscles of one or both sides of the 
body by first using isotonic contraction 
followed by maximal isometric contrac- 
tion, or by employing the successive in- 
reversal of 
simultaneous 


technics of 
and 


duction antag- 
activation of 
proprioceptive afferents from other parts 
of the body. 

Contactual stimulation,®: the fourth 


principle, utilizes tactile and pressure ex- 


onists 


citation in the receptors of the extero- 
ceptor and proprioceptor system, or com- 
bines _ relatively co-ordinated 
reflexes, such as the extensor thrust and 
the grasping, reflex with voluntary 
effort.'” 

The technics for performing some of 


simple 


these activities have been described else- 


Ww here 


Participation in Vocational Rehabilitation 

Although the chief function of the oc- 
cupational therapy service is concerned 
with physical rehabilitation, certain of 
its activities have a direct bearing on vo- 
cational rehabiiitation. Evaluation and 
testing of the functional activities of the 
upper extremities may be extremely use- 
ful in selecting the type of vocational 
training in which a handicapped individ- 
ual with inadequate functional control 
of his upper extremities can be trained. 
In such cases it is often as important to 
determine the kind and extent of func- 
tional activities the patient cannot do as 
it is to determine those he can. Figure | 
illustrates the type of functional activity 
chart used by the occupational therapy 
service to check the functional activity 
of a patient; figure 2, the functional ac- 
tivity form used by the physical therapy 
service. These forms are filled out when 
a patient is admitted and at periodic in- 
tervals thereafter. When there are cer- 
tain deficiencies in the physical recovery 
of a patient, specific training in the form 
of exercises and occupational therapy ac- 
tivities are carried out to aciueve specific 
objectives in order to meet the vocational 
needs of the patient. Specific tests for 
speed, accuracy, and endurance of cer- 
tain vocational needs inherent in the per- 
formance of a specific job may be ob- 
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Fig. 3—C. R., age 27, diagnosis anterior poliomyelitis, paralytic, convalescent stage, severe. Patient has 
a complete paralysis of both upper extremities. She is shown typing on an electric typewriter, using a 
balanced feeder, suitable wrist and finger splint, and a holder, which enables the patient to grip a pencil 
or other small object which may be used in various self-care activities or in special functional activities 


such as typing. 


tained by the occupational therapy serv- 
ice. Recommendations in training and 
treatment are provided so that adequate 
taken to achieve these 


steps may be 


objec tives. 


Integration of Occupational Therapy 
Activities 

At the California Rehabilitation Cen- 
ter the occupational therapy service is 
an integral part of the rehabilitation 
team. It contributes its part of the ther- 
apeutic activities to the total treatment 
program and cooperates with other de- 
partments and services to co-ordinate 
various activities. For example, occupa- 
tional therapy may supplement the treat- 
ment and training that a patient with 
aphasia receives in speech therapy by 
assisting him to learn to write and to rec- 
ognize and handle objects of various 
kinds that are used in the occupational 
therapy department. The patient may 
be motivated to talk either directly by 
working with the therapists, or indirectly 


by working with the patients in a group 
so that he is exposed to sympathetic con- 
versations of others. In almost every 
instance occupational therapy activities 
complement the neuromuscular re-edu- 
cation and therapeutic exercises provided 
by the physical therapy service. Like- 
wise, the occupational therapy service is 
intimately related to the medical staff, 
the upper extremity brace shop, and the 
prosthesis clinic in developing proper 
functional usage of splints and prosthetic 
devices. The chief occupational thera- 
pist is a member of the vocational reha- 
bilitation board. At board meetings ac- 
curate evaluation reports are made re- 
garding the progress and _ functional 
status of patients reviewed by the board. 
Its principle interrelations with corree- 
tive therapy are concerned with augment- 
ing and assisting in the activities of daily 
living, which are carried on in physical 
therapy and in the expansion of the ac- 
tivities of resistive exercises in microgym. 
When patients recover enough function 
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of the upper « tremities to carry on the 
microgym exercise program, more or less 
they transferred to the 
corrective therapy section where heavier 


unassisted, are 
weights, intermediate between those used 
in occupational therapy, and the pulley 
weight program may be performed under 
the supervision and assistance of the cor- 
rective therapist. 

The act the 
therapy se vice are also integrated with 


vities of occupational 
the nursing service; there is active coop- 
eration between the nurses and the occu- 
pational therapists in carrying out some 
of the the 
The performance of the activities of the 


self-care activities on ward. 
occupational therapist is effected at the 
bedside before patients have recovered 
sufficiently to be taken to the occupa- 
tional therapy department. Even 
some of the activities are performed by 


after 


such patients in the department, addi- 
tional training and assista:\ce in dressing, 
hygiene, and feeding themselves may be 
done on the ward so that self-care is im- 
plemented as soon as possible. Another 
important the 
therapy service is that of developing a 


phase of oc’ upational 
suitable home-treatment program and of 
providing suitable equipment and appa- 
ratus for patients to take home to con- 
tinue their activities on the home-treat- 
ment basis. Instruction and training in 
the activities to be followed in the home 
are provided for the patient and mem- 
bers of the family before the patient is 
discharged. 
lation of a 


Participation in the formu- 
home-treatment program is 
included as an important part of the 
occupational therapy service. 


Summary 


Only functional occupational therapy 
has any significant use in physical re- 
habilitation 
mental 


It is regarded as comple- 
neuromuscular re-education in- 
volving training in motor patterns. The 
principles are essentially the same as 
those employed in physical therapy 

maximal voluntary effort exerted against 
a counteracting resistive force combined 
with synaptic facilitation technics. The 
objectives are to develop and improve 
gross and fine motion patterns; to in- 
crease speed, accuracy, and endurance 
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of neuromuscular activities; to train pa- 
tients in self-care activities; to partici- 
training: to 
evaluate activities of daily living; to test 


pate in some vocational 
for speed, accuracy, and work tolerance 
of designated activities; to train patients 
in the use of upper extremity prostheses, 
functional splints, braces, and mechani- 
cal assistive devices; to participate with 
the vocational rehabilitation service in 
testing and training patig¢nts for specific 
vocational needs. Occupational therapy 
serves as an integral unit of the team 
approach to physical rehabilitation. 
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AMERICAN ACADEMY OF PHYSICAL 
MEDICINE AND REHABILITATION 


BEN L. BOYNTON, M.D., President 


COMMITTEE REPORTS 


The following reports were presented at the annual business meeting of 
the American Academy of Physical Medicine and Rehabilitation (formerly 
American Society of Physical Medicine and Rehabilitation), August 29, 


1955, Hotel Statler, Detroit. 


By-Laws 
At the annual meeting of the American 
Academy of Physical Medicine and Rehabili- 
tation, the following amendments to the By- 
Laws were adopted: 


ARTICLE I NAME 
The name of this organization is the Ameri- 
can Academy of Physical Medicine and Re- 
habilitation, hereafter referred to as the 
Academy. 


ARTICLE Ill — MEMBERSHIP 
Section 2 — Active MEMBERS 
a) QUALIFICATIONS — To be eligible 
to be an Active Member, a person must be 
a member good standing either of the 
American Medical Association or of a repre- 
sentative and reputable foreign national medi- 
cal association and a certificant of the Ameri- 
can Board of Physical Medicine and Rehabili- 


tation, 


(b) ELECTION An eligible person may 
be nominated for active membership by two 
Active Members, one to act as proposer and 
the other as seconder, in writing to the chair- 
man of the Membership Committee, supply- 
ing such information and executing such ap- 


in 
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plication or nomination form as the Commit- 
tee shall require. At the ensuing annual 
session, the Committee shall report the names 
of all nominees received in the preceding 
year. At the following annual session, the 
Committee shall report on the qualifications 
of the nominees and a vote taken thereon. 
The Committee shall not, however, present 
any nominee concerning whom it has received, 
by at least three months prior to the annual 
session, written objections from ten or more 
members, which objections, in the opinion 
of the Committee, are valid objections to 
membership. The nominees presented by the 
Committee shall come up in executive session 
for election or rejection by the membership. 
A nominee shall be elected on the favorable 
vote of two-thirds of the members present and 
voting. 
Section 3 — Senior MEMBERS 

(a) QUALIFICATIONS — A person who 
is sixty-five years of age or more and who has 
been an Active Member in good standing for 
fifteen or more years, or since the establish- 
ment of the Academy or within two years 
thereafter is eligible to be a Senior Member 
Senior Members are exempt from the pay- 
ment of dues. 


\ » 


ARTICLE V1 BOARD OF GOVERNORS 
SECTION COMPOSITION 
The Board of Governors consists of the 
President, President-Elect, Vice-President, 
Secretary- Treasurer, and three elected gov- 
ernors chosen in the manner provided in 
Article IV of these By-Laws. 


Section 2 GENERAL POWERS 

(he Board of Governors shall carry out the 
mandates and policies of the Academy as de- 
termined by its voting members. Subject only 
to the provisions of these By-Laws and to all 
resolutions and enactments of the voting 
members passed at any executive session of 
any meeting, regular or special, the Board 
has full and complete power and authority to 
perform all acts and to transact all business 
for and on behalf of the Academy and to man- 
age and conduct all property, affairs, work 
and activities of the Academy. The Board 
shall have such other powers and duties as 
these By-Laws may elsewhere provide and as 
the Academy may in addition grant or impost 


ARTICLE VIII FINANCES 
SecTIon 3 
INITIATION FEE AND ANNUAL DUES 

An applicant elected as an Active Member 
shall pay an_ initiation fee of $50.00. An 
Active Member shall pay annual dues of 
$10.00, which are due and payable between 
January 1 and March 1 of each year. Active 
Members whose dues are in default at the 
time of the annual session are subject to such 
disciplinary measures as the Academy at that 
time may determine 


ARTICLE 1X—OFFICIAL PUBLICATION 

The official publication of the Academy is 
the Archives of Physical Medicine and Re- 
habilitation, in which shall be published all 
official Academy notices and transactions of 
the Academy and of the Board of Governors, 
either in abstract or in full. 


ARTICLE X DISCIPLINARY ACTION 
Section | CAUSES 
For such reasons and under such conditions 
as the Academy by resolution may provide, 
the Academy may enforce proper disciplinary 
measures on the members. Pending the adop- 
tion of such resolution or resolutions, the 
Academy may admonish, suspend or expel if 
a member has committeed one or more of the 
following acts or if one or more of the follow- 
ing acts has occurred: 
a) Default in payment of dues and assess- 
ments 
b) Suspension or expulsion by local medi- 
cal society 
c) Suspension or revocation of license to 
practice medicine ; 
d) Violation of the Principles of Medical 
Ethics; or 
e) Commission of a crime involving moral 
turpitude 
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SecTIon 2 PROCEDURE 
Until the Academy by resolution may pro- 
vide otherwise, no disciplinary action may be 
enforced unless there has been served by regis- 
tered mail on the accused member, a copy of 
the charges against him. The accused mem- 
ber shall not have less than ten days after 
the service of the charges against him in 
which to prepare his answer and defense 
thereto. The accused member shall then be 
entitled to a hearing before the Board of Gov- 
ernors on such charges and shall be en- 
titled to a full opportunity to be heard. 
Charges shall be presented in writing to the 
Board of Governors, who after the hearing 
referred to, shall recommend appropriate ac- 
tion to the next ensuing annual session. In 
executive session, the members by a _three- 
fourths vote of those present and voting may 
affirm, modify or reject the recommendations 
of the Board of Governors and the decision of 
the members at such executive session shall 
be final. 
Respectfully submitted, 
Earl C. Elkins, Chairman 
Ben L. Boynton 
Miland E. Knapp 
Frederic J. Kottke 
Donald L. Rose 


Liaison with American Hospital 

Association 

This committee has no formal report to 

make 

Respectfully submitted, 
William Bierman, Chairman 
H. Worley Kendell 
Donald J. Erickson 


Liaison with Association of 
American Medical Colleges 
This committee has no formal report to 
make 
Respectfully submitted, 
Donald A. Covalt, Chatrman 
Robert L. Bennett 
Arthur L. Watkins 


Membership 
The following persons were elected to mem- 
bership in the American Academy of Physical 
Medicine and Rehabilitation on August 29, 
1955: 

Thomas P. Anderson, Hitchcock Clinic, 
Hanover, N. H., 

Joseph G. Benton, Institute of Physical 
Medicine and Rehabilitation, 400 E. 
34th St., New York City, 

Carrie E. Chapman, VA Hospital, 13th and 
Harrison Sts., Oakland, Calif., 

John W. Deyton, 628 Oakwood, Webster 
Groves, Mo., 

Alfred Ebel, 130 W. Kingsbridge Rd., New 
York City, 

Keith C. Keeler, Rehabilitation Center of 

Summit County, Inc., 326 Locust St., 
Akron, Ohio, 
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Myron D. Lecklitner, 401 
Hot Springs, Ark., 

Walter H. Moore, Box 178 — Tripler Army 
Hospital, APO 438, c/o Postmaster, San 
Francisco, 

Harold Rosenberg, VA Hospital, 1139 Her- 
bert Ave., Salt Lake City, 

Robert A. Schlesinger, 806 St. 
Drive, Broomall, Pa., 

Charles Shields, 5604 Overlea Rd., N. W., 
Washington, D. C., 

Edward B. Shires, Department of Physical 
Medicine, University of Kansas School 
of Medicine, Kansas City, Kans., 

William J. Shriber, 42 Holman Rd., New- 
town, Mass., 

Charles Stansky, 6606 Fifth Ave., N., St. 
Petersburg, Fla., 

Emery K. Stoner, 222 E. Mt. Pleasant Ave., 
Philadelphia, 
Vann S. Taylor, 

Dallas, 

Jerome S. Tobis, 1 E. 105th St., New York 
City, 

George C. 


Belding Ave., 


Francis 


6222 Northaven Rd., 


Twombly, Jr., Department of 
Physical Medicine and Rehabilitation, 
University of Colorado Medical Center, 
4200 E. Ninth Ave., Denver, 

Eugene H. Weissenberg, VA Hospital, 
Sheridan, Wyo., 

Col. Clark B. Williams, Chief 
Medicine Consultant, Office < 
General, USA, Washington, D. u., 

Lawrence H. Wisham, 4414 Cayuga Ave., 
New York City. 


Physical 


rgeon 


The following persons have submitted ap- 
plications for active membership in the Acad- 


they have been found to fulfill the re- 
quirements for active membership and their 
applications have been duly endorsed by a 
proposer and seconder: Gregory Bard, John 
Bisgrove, Robert Doman, Bernard Doyle, 
Ella M. George, Jacob Goldberg, William 
La Joie, Roy Nyquist, William O'Rourke, 
Joseph Rogoff, Leo Rosenberg, Frank Schaffer, 
Andor A. Weiss, and Henry Silverstein. 
The recommends that the names 
of these nominees be presented fer election 
to active membership at the next annual ses- 
sion to be held in 1956, according to the 
By-Laws of the Academy, Article II, Section 
2(b). 


emy, 


committee 


The following persons were elected to hon- 
orary membership in the Academy: Basil 
Kiernander, 30 Weymouth St., London W. 1, 
England, and A. T. Richardson, The Royal 
Free Hospital, Gray's Inn Rd., London W. C. 
1, England. 


The committee also received an application 
for honorary membership; this application 
has been previously submitted for review. 
The committee once again found that the 
candidate does not qualify for honorary 1.:em- 
bership under the present By-Laws of the 
Academy. The committee recognized the 
candidate's average contribution to the field 


of Physical Medicine and Rehabilitation, but 
felt that it cannot recommend honorary mem- 
bership. The candidate does not qualify for 
membership under Article III, Section 4(a 
of the By-Laws. 


The list of persons who have previously 
applied for membership, but have been found 
ineligible they are lacking 
requirements, was read. 


because certain 


The list of persons who have been invited 
to join the Academy but have not responded 
to the invitation was read. It is recommended 
that they be invited once more and _ then 
dropped if no response is received. It is also 
recommended that newly certified diplomates 
of the American Board of Physical Medicine 
and Rehabilitation, who are now eligible for 
membership, be invited to membership. 


Resignation of Dr. John J. Hauff was re- 
ceived effective January 5, 1955. It is sug- 
gested that the Membership Committee for 
1956 investigate Dr. Hauff’s eligibility for 
senior membership. The committee receives 
with regret notification of th deaths of Dr. 
Louis Gereb on September 6, 1954, and Dr. 
Walter M. Solomon on December 30, 1954. 


The committee received a communication 
from the president, dated April 15, 1955, re- 
questing the committee to study the problem 
of Emeritus Membership as suggested at the 
meeting of the Board of Governors. The fol- 
lowing represents the consensus of the Com- 
mittee: 

a. Emeritus Membership means a member- 
ship bestowed on a former active mem- 
ber for a certain reason. 

According to the By-laws, “‘a person who 
is sixty-five years of age or more and who 
has been an Active Member in good 
standing for fifteen or more years 

is eligible to be a Senior Member.” 

A Senior Member is a non dues-paying 
member with the right to vote. 

There is no reason to change the de- 
nomination of such members. 
Therefore, the committee does not feel 
the need for Emeritus Membership ex- 
cept that it could possibly be bestowed 
on members who do not fulfill the re- 
quirements for senior membership, but 
who cannot afford to pay dues because 
of hardship, illness, or disability. 


Before recommending to discard the sug- 
gestion regarding Emeritus Membership, the 
Committee chairman contacted the president 
of the Academy in order to find out whether 
he or the Board of Governors had any other 
reasons for desiring the study of Emeritus 
Membership which may not have been ap- 
parent to the members of the membership 
committee. In reply, the president stated that 
he is in agreement with the foregoing state- 
ments, but that he wants the Committee to 
study the special classification of “Honorary 
Membership.” 
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This problem had been discussed by the 
committee members prior to receiving this 
communication from the president. The fol- 
lowing are the recommendations of the Mem- 
bership Committee 

a. At present, the Academy offers Active, 

Senior, and Honorary Memberships 
The Academy should remain an organ- 
ization for specialists. If membership, 
except for the rare bestowing of honor- 
ary Membership, should be opened to 
others than specialists, the Academy 
would lose its character and would also 
compete with the American Congress of 
Physical Medicine and Rehabilitation 
Certification by the American Board of 
Physical Medicine and Rehabilitation 1s 
one of the fundamental prerequisites for 
Active Membership except for citizens 
of foreign countries. 

Membership of citizens of foreign coun- 
tries who are residing and practicing in 
a foreign country has been discussed by 
the Membership Committee. Under the 
present By-laws, they can be given Hon- 
orary Membership. However, it was the 
consensus of the Committee members 
that Honorary Membership should be 
bestowed only for extraordinary achieve- 
ment. Therefore, the question of giving 
Active Membership or some other kind 
of membership to citizens of foreign 
countries was investigated by the Com 
mittee 


As a fundamental prerequisite for any 
kind of membership the citizen of a 
foreign country must have training, ex- 
perience, and professional recognition 
similar to that of an American physia- 
trist. 
Because such prerequisite could pos- 
sibly be hard to judge especially in the 
case of non-english speaking countries 
it is the suggestion of this Committee 
that such persons should not be offered 
Active Membership, but “Correspond- 
ing Membership.” 
A corresponding member should have 
ill rights and privileges of an Active 
Member except for the right to vote 
The dues should be equal to the dues 
of our Active Members, but no initia- 
tion fee should be required. A corre- 
sponding member has the right to pro- 
pose or second the nomination of other 
applicants for corresponding member- 
ship 
Senior Membership should be main- 
tained as outlined in the By-Laws. Emer- 
itus Membership is not recommended 
Honorary Membership should be- 
stowed on a person, M.D., or others, 
whose work in Physical Medicine and 
Rehabilitation has been so outstanding 
that he has become renowned nationally 
or internationally, or a person who 
has performed some unusual pioneering 
work in Physical Medicine and Rehabili- 
tation 


Because of the personal and confidential 
nature of hardship cases, it is the recom- 
mendation of this Committee that the 
Board of Governors — and not the total 
membership in an open meeting — be 
empowered to suspend dues and carry 
the member in question on an active, 
non dues-paying status until his hardship 
has ended or until he is entitled to Senior 
Membership. 

In summary the following types of member- 
ships are recommended: 

a. Active Membership for Board Diplo- 

mates only. 

Senior Membership for former retired 
Active Members. 

Corresponding Membership for citizens 
of foreign countries, not certified by the 
American Board of Physical Medicine 
and Rehabilitation. 

d. Honorary Membership for honoring the 

few real leaders in the field. 

Because of recent difficulties in processing 
applications it is recommended that only those 
applications received or postmarked on or be- 
fore June 1 will be presented at the annual 
meeting of the same year. 

The Membership Committee suggests that 
its recommendations be voted upon by the 
total membership at this meeting in order to 
ascertain the wishes of the Academy. It is 
further suggested that those recommendations 
which receive the favorable vote of the mem- 
bers be referred to the Committee on By-Laws 
so that they can be.presented as amendments 
to the By-Laws for final voting according to 
Article XII of the By-Laws of the Academy. 

In closing, the committee desires to express 
its appreciation and gratitude to Dorothea C 
Augustin, Assistant Secretary-Treasurer of the 
Academy, for her splendid cooperation and 
help given to the Membership Committee 
throughout the year. 

Respectfully submitted, 
Fritz Friedland, Chairman 
Hans J. Behrend 

Robert W. Boyle 


Nominating 


This committee recommends for nomina- 
tion the following officers: President, Ben L. 
Boynton, Chicago; President-Elect, Murray B. 
Ferderber, Pittsburgh: Vice-President, George 
D. Wilson, Asheville, N. C.; Secretary-Treas- 
urer, Max K. Newman, Detroit, and Assistant 
Secretary-Treasurer, Dorothea C. Augustin, 
Chicago 

We nominate Ralph E. Worden, Columbus, 
Ohio, and Ray Piaskoski, Wood, Wis., to serve 
on the Board of Governors. To represent the 
American Academy of Physical Medicine and 
Rehabilitation on the American Board of 
Physical Medicine and Rehabilitation, we 
nominate Frederic J. Kottke, Minneapolis, 
and Donald L. Rose, Kansas City, Kans. 

Respectfully submitted 
Ray Piaskoski, Chairman 
Morton Hoberman 
Arthur C. Jones 
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Program Committee 

The Program Committee, after careful de- 
liberation, selected a group of excellent speak- 
ers for the all-day scientific session. The pre- 
siding officer for the morning session was Dr. 
A. B. C. Knudson of Washington, D. C., 
while the afternoon session was presided over 
by Dr. Glenn Gullickson, Jr. of Minneapolis, 
assisted by Dr. Hans J. Behrend, New York 
City. The session was opened by an address 
of welcome by Dr. Harold Dinken, President 
of the American Academy (formerly Society) 
of Physical Medicine and Rehabilitation. The 
following papers were presented: “An Evalu- 
ation of Some Electrodiagnostic Methods” by 
Robert W. Boyle, M.D., and Paul A. Duden- 
hoefer, M.D. “Rapid Mobilization of C.V.A. 
Patients” by Josephine J. Buchanan, M.D. 
“The Chronically Il] and Aging—The Physia- 
trist’s Responsibility’ by Murray B. Ferderber, 
M.D.; Raymond F. Smith, M.D., and Saul 
Machover, M.D. “Disability Evaluation” by 
Emil J. C. Hildenbrand, M.D. “Recent Prog- 
ress of Ultrasonic Therapy in Europe” by 
Dozent Dr. Med. Karlheinz F. Woeber, Bonn 
Rhein), Germany. “A Clinic Section of Phy- 
sical Medicine and Rehabilitation” by Frank 
H. Krusen, M.D. “Hand Disabilities” by Har- 
riet E. Gillette, M.D. “Afferent Influences in 
the Management of Spastic Paresis’”” by Raoul 
C. Psaki, M.D., and Walter J. Treanor, M.D. 
Dozent Dr Med. Karlheinz F. Woeber was 
the guest speaker. He is Assistant Professor at 
the University of Bonn, School of Medicine: 
Hospital for Skin Diseases, Bonn (Rhein), 
Germany. Dr. Woeber is an outstanding au- 
thority on ultrasonic therapy having had many 
vears of clinical experience. 

There were no formal discussions prepared 
for the various papers that were presented. 
However, there developed a great deal of in- 
teresting and stimulating discussions from the 
floor. The annual scientific session of the 
Academy was very well attended. 

Respectfully submitted, 
Louis B. Newman, Chairman 
Edward M. Krusen, Jr. 
Ralph E. Worden 


Survey of 
Economic Status of Physiatrists 


Number of physiatrists to whom question- 


naires were sent 
Returned reports 
(Of these reports 45 were returned by 
men in \ eterans Administration or mili- 
tary service, etc. 
Private offices, plus salary 
Doctors from hospital or 
centers 


rehabilitation 


Since the data is meager no statistical re- 
port is possible. 
PRIVATE OFFICES (20 
1. Cost of examination or consultations 
$5-$150 Average — $10-$20 
Treatment by therapists Average $5 
(Therapists’ time was not listed routinely. 
Cost of treatment is by the number of 


agents or by physical therapist’s time, aver- 
aging $3.50 to $10. It was not noted as 
to whether these included physiatrist’s 
supervision or whether a separate office 
charge was made. 
$2-$4.50 
Average 
(Some reported by percentage 
75% ) 
Charge to insurance companies. Five of 
the 20 charged the same as for other office 
visits; 2 of the 20 reduced the price; 11 
gave no answer. 


Cost of treatment 
$3.50 
45% to 


Situation with regard to insurance com- 
panies. 

Those reporting problems — 5. 

Those reporting no problems 4. 

No answer 11. 

In dealing with companies who are caring 
for private patients, it would seem that 
the difficulties are slight. Problems aris- 
ing where industrial coverage ‘s_ in- 
volved: 

A. Low fee supported by state legislation. 

B. Treatment by “doctor” — the type, 
chiropractor, osteopath, etc., is not 
important. 

C. Unwillingness to pay for physical 
therapy in an office. 

6. Situation 
bility: 

A. Private offices of physical therapists. 

B. Subsidized clinics. 

C. Attitude of orthopedists. 

D. Term “Rehabilitation”. 

E. General _ practitioners 
offices with apparatus. 

F. Suggestions for better economic sta- 
bility. 

1) Physical medicine must have its 
proper place in medical schools 
where recognition of specialties is 
established. 

The American Medical Associa- 
tion can be of assistance through 
its committees, its Council on 
Medical Education and Hospitals, 
etc., to support the American Reg- 
istry of Physical Therapists — to 
emphasize the necessity of having 
physiatrists head rehabilitation 
centers which are receiving fed- 
eral funds. To insist, as far as pos- 
ible, that physiatrists direct the 
activities of departments of physi- 
cal medicine and rehabilitation in 
hospitals. 
Though State Medical Societies 
may recognize the situation with 
regard to physical therapists in 
hospitals and in offices, they are 
not in a good position to take ac- 
tion inasmuch as the problem of 
keeping recognized physical thera- 
pists protected against unrecog- 
nized “physical therapists” is their 
problem at the present 


interfering with economic sta- 


who equip 


serious 
time. 
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The American Medical Associa- 
tion may also assist the radiologist, 
the pathologist and the physiatrist 
in his struggle with the hospital 
association so that specialists in 
this field can be regarded as phy- 
sicians and not as hospital em- 
ployees. 

Departments of Physical Medicine 
and Rehabilitation in Hospitals 
Many physiatrists are on salary; 
a few have contracts; some have 
salary plus a percentage of the 
gross income of the department 
The cost of treatment in hospitals 
seemingly cannot be broken down 
The physiatrist routinely does not 
know what it costs to give a treat- 
ment to a patient. The charge for 
treatment is routinely low. Dr 
D. Alan Sampson, Chairman of 
the Committee on Hospital Rela- 
tions and Medical Economics of 
the Pennsylvania Radiological So- 
ciety, in his report states that ra- 
diologists want to be physicians 
and to be regarded as such. The 
facts disclosed are that most of 
them are hospital employees. Why 
are they hospital employees? Be- 
cause it is profitable initially and 
often for many years. However, 
this leads to inertia and in turn 
had led to the practice of radiol- 
ogy in Pennsylvania becoming a 
hospital service by default. He ad- 
vises “‘to overcome this inertia and 
timidity, arrange that every bill 
rendered for radiology service has 
the name of the radiologist on it 
regardless of whether the bill is 
sent out by the radiologist or the 
hospitals, under a_ system by 
which radiologist receives 
proper credit for all work done, 
and this must be insisted upon 
The hospital will lose its incentive 
to have radiology included in a 
Blue Cross per diem.” 

The physiatrist directing a De- 
partment of Physical Medicine 
and Rehabilitation can be doing 
not only himself but the physia- 
trist in a private office harm if he 
permits the charge for physical 
therapy, etc., barely to cover the 
cost of such treatment. 

It will be a long time before 
physiatrists can direct Depart- 
ments of Physical Medicine and 
Rehabilitation as they should be 
directed in the routine local hos- 
pitals. The Council on Medical 
Education and Hospitals of the 


American Medical Association 
cannot insist upon this since there 
are not enough physiatrists at this 
time to cover the hospitals. A 
study should be made of con- 
tracts, etc., which will enable the 
physiatrist to practice as a physi- 
cian in hospitals. 

Physiatrists in private practice. 
Physiatrists should be active physi- 
cians in the community. Physical 
medicine is still a minor specialty. 
A better understanding should be 
reached with physicians of the 
community so that the physiatrist 
will be recognized as a specialist 
in his field receiving the respect 
of the physicians of the commu- 
nity. A physiatrist should not be 
a coordinator between the physi- 
cian and the patient, thus doing 
mass treatment by physical thera- 
pists. He should be recognized as 
a professional colleague. The pri- 
vate patient is the real source of 
economic stability. Fees should be 
commensurate with services. The 
cost of physical therapy to the 
physician is high, and charges to 
the patient should be sufficiently 
high to make this field economi- 
cally possible. If the treatment re- 
ceived in a physiatris*’: office is 
superior to that receiveu in physi- 
cal therapists’ offices or in the 
routine Department of Physical 
Medicine in a hospital, the pa- 
tient is more than willing to pay 
the bill. The physiatrist must be 
a good diagnostician and must be 
recognized as such by his col- 
leagues. 


Physiatrists must organize locally 
even when the group is small. 
Such an organization can impress 
the County Medical Society, the 
State Medical Society, the insur- 
ance companies, and the local 
physicians. Physiatrists should not 
fear private practice. Success de- 
pends upon the personal interests 
and personalities of the physician 
as well as upon the specialty. The 
physiatrist must be ready to stand 
upon his own feet in entering the 
field of Physical Medicine in a 
community just as every other 
physician in that community has 


had to do. 
Respectfully submitted, 


Frances Baker, Chairman 
QO. Leonard Huddleston 
Arthur C. Jones 
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Acute Anterior Poliomyelitis and 
Twinning: Clinical Consideration on 
Two Pairs of Twins. G. Dadone. 
Minerva nipiol. (In Italian) 5:44 (Mar.- 
April) 1955. 


Dizygotic twins, a three-year-old boy 
and girl, contracted acute anterior polio- 
myelitis on the same day. As the same 
groups of muscles in the same extremities 
were affected by paralysis, it appeared 
that these patients had a specific consti- 
tutional weakness as well as a_ specific 
area of sensitivity. In another set of twins, 
dizygotic brothers, in whom the disease 
also occurred on the same day, identical 
groups of muscles were not affected. 
Both sets of twins had been vaccinated 
against diptheria and small-pox shortly 
before the disease developed; however, 
the paralysis did not occur in the ex- 
tremity injected as has been reported by 
many observers in similar instances. Be- 
cause the author believes that there is a 
constitutional susceptibility to poliomye- 
litis, he suggests that prophylactic steps 
should be initiated for the twin of a 
patient who contracts the disease. He 
also recommends that vaccinations should 
be avoided during an epidemic of polio- 
myelitis. 


Changes in Tissue Clearance of 
Radioactive Sodium from Skin and 
Muscle During Heating with Short- 
Wave Diathermy. J. B. Millard. Ann. 
Phys. Med. II(7) :248 (July) 1955. 


The purpose of this experiment was to 
compare the response of the quadriceps 
muscle and overlying skin to heating 
with short wave diathermy; 46 subjects 
were used. 

Five microcuries of Na** chloride in 


43 


0.1 to 0.2 ml. of isotonic saline solution 
were injected at a depth of 2.5 cm. into 
the quadriceps femoris muscle or into 
overlying subcutaneous tissue. The rate 
of clearance of the injected material was 
recorded by a scintillation counter placed 
at a fixed distance from the injection site. 

Diathermy was applied to the site for 
20 minutes by means of a Stanley Cox 
machine with Bauwens type electrodes. 
Recording was continued until a final 
background count was reached. There 
was a preliminary period of 20 minutes 
before diathermy was applied. 

Tissue clearance was recorded in the 
opposite leg at the same time in 19 sub- 
jects as a control, and skin temperatures 
were recorded over the injection site with 
a Cambridge skin thermometer. Deep 
temperature measurements were made at 
a depth of 2.5 cm. by means of a needle 
thermocouple in 6 subjects. The subcu- 
taneous tissue was studied at two sites — 
one under one of the Bauwens type elec- 
trodes and the other half way between 
the electrodes. The clearance constant K 
was plotted after the method of Kety. 

The skin clearance rate showed 
average increase of 70 per cent midway 
between electrodes and an average in- 
crease of approximately 150 per cent 
under an electrode; 19 of 21 subjects 
showed an increase. 

The muscle clearance rate showed an 
average increase of 36 per cent. In about 
one-third of the 25 subjects in this series 
an increase occurred; in one-third there 
was little change; and in one-third a 
decrease was followed by an increase. In 
the controls, there was an increase in 
muscle clearance of 2 per cent and an 
increase in skin clearance of 9 per cent. 

There are no raw data concerning age, 
range of results, or condition of subjects. 
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Emerging Concept of Poliomyelitis 
Infection. David Bodian. Science 
122:105 (July 15) 1955. 


The author presents the results of a 
study carried out on two chimpanzees 
who were fed 50,000 tissue-culture doses 
of the Wallingford strain of polio virus 

type IL). They were then sacrificed at 
ten days. Fecal specimens, throat swabs 
of the tonsillo-pharyngeal area, and blood 
specimens were taken daily. After sacri- 
fice, the various tissues were cultured 
after having been removed as aseptically 
as possible. 

The results show that the primary 
sources of involvement were the tonsils 
and the Peyer’s patches of the ileum. 
Since these areas are involved before the 
virus is found in the blood stream it is 
presumed that the invasion of the blood 
stream stems from the two sources men- 
tioned by way of the 'ymphatics. 

From the work mentioned and previous 
studies by the author, he states that it is 
during this early phase of viral multipli- 
cation in the lymphatic tissue and the 
early viral spread that the serum anti- 
body response develops. Although the 
antibody clears the blood of the virus, it 
develops too late to affect the infection 
of the central nervous system. 

Concerning immunization, it would 
seem that the presence of antibodies is 
capable of blocking the invasion of the 
CNS by the virus. It would also seem 
that the presence of antibodies would 
prevent infection of tonsils and Peyer's 
patches from the hemal route. 

The author closes by speculating what 
effect more inoculations will have on the 
survival mechanism of this “intestinal 
virus.” 


Diagnosis and Prognosis in Aphasia. 
Hildred Schuell. A.M.A. Arch. Neurol. 
& Psychiat. 74:308 (Sept.) 1955. 


The author suggests that symptoms of 
aphasia be considered from two differ- 
ent aspects, first, in relation to three 
cerebral systems essential in language 
processes: The auditory, visual, and sen- 
sorimotor systems; in relation to the four 


language modalities in which impairment 
may be observed; and understanding 
what is said, speaking, reading, and writ- 
ing. The relationship between processes 
involved and functions impaired are sub- 
tle and complex, but differential diag- 
nosis is possible and clinically useful. 

This is the third publication by this 
author during the past three years on 
the problems of aphasia. The first re- 
ported clinical findings on 138 aphasic 
patients, the second on 65, and_ the 
present paper presents the results on 56 
additional cases. Relatively simple test 
procedures are presented which have 
been found helpful in diagnosis and 
prognosis. These tests were devised for 
easy performance by adults of average 
inielligence with elementary school edu- 
cation and have been shown to be 
sensitive to signs of aphasia. 

Recurring patterns of impairment have 
been observed. These patterns are stable 
and identifiable by specific diagnostic 
criteria, and each pattern carries a 
specific prognosis. They are (1) severe 
impairment, for which prognosis is poor; 

2) impairment of auditory retention 
and recall (reauditorization), for which 
prognosis is excellent; (3) impairment 
of reauditorization with coexisting visual 
involvement; (4) impairment of reaudi- 
torization with coexisting sensorimotor 
involvement; and (5) generalized brain 
damage. Prognosis for the last three pat- 
terns is progressively poorer than for un- 
complicated impairment of reauditori- 
zation, but not as poor as for the pattern 
of severe impairment. 

The significant clinical findings for 
each of these diagnostic groups are pre- 
sented and the general principles of 
treatment for each group are indicated. 


Clinical Importance of Hypercapnia. 
E. B. Brown, and J. Miller. Minnesota 
Med. 38:9 (Sept.) 1955. 


Much has been written concerning 
anoxia due to decreased alveolar Oy ten- 
siot. but little is known of the concom- 


mitant elevation of alveolar COs, tension 
which may be obtained and its effect on 
the body. 
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Draper, et al, demonstrated the rapid 
rise in alveolar COs concentration in 
dogs who were apneic for 45 minutes. 
The blood pH at this time had dropped 
to 6.78. These animals had been previ- 
ously stabilized on 100 per cent Og. The 
conditions favorable for retention of CO~ 
without anoxia are: 

1) Inadequate alveolar ventilation; 
2) replacement of the nitrogen of the 
body with Oz; 3) high concentration of 
O. in the air available for movement 
into the lungs, and 4) patent airway. 

These conditions are present in almost 
all forms of thoracic surgery in which 
respiration is artificially carried on for 
the patient. Hypercapnia and the ac- 
companying acidosis are not grossly evi- 
dent until such time as the patient is 
returned to the recovery room and is 
allowed to breathe on his own. 

Hypercapnia manifests itself by ven- 
tricular fibrillation or cardiac arrest, and 
circulatory collapse. 

These conditions may be prevented by 
gradually decreasing the COs tension 
and maintaining blood with 
sympathomimetic drugs. 


pressure 


Enzymatic Therapy in Diseases of 
the Chest: Clinical and Cytologic 
Aspects. Seymour M. Farber; 
Samuel L. Phass: David A. Wood, 
and John K. Frost. Lab. Invest. 4: 362 
(Sept.-Oct.) 1955. 


The authors discuss the clinical use of 
the enzymes streptokinase and_strepto- 
dornase, which are produced by hemo- 
lytic streptococci, and the two pancreatic 
enzymes, trypsin and desoxyribonuclease. 
Streptokinase acts chiefly on fibrin but 
has some effect on other clotting ele- 
ments. The lysing action of streptodor- 
nase is mainly on the desoxyribonucleic- 
acid complexes (from nucleoproteins ) 
which are largely responsible for the vis- 
cosity of purulent exudates. Desoxyrib- 
onuclease closely resembles streptodor- 
nase in its ability to lyse desoxyribonu- 
cleic-acid complexes. Trypsin appears to 
act more specifically on nonpurulent 
materials. 


The potential value of these enzymes 
in therapy was very promising and the 
results of their use in superficial lesions 
have been good. However, the accumu- 
lated clinical experience of the past five 
years in their intrapleural use has failed 
to confirm the hopes raised by the pilot 
studies, and the possibility that such ther- 
apy may reopen a bronchopleural fistula 
makes its use questionable. 

The authors previously reported series 
in which enzymes in aerosol sprays were 
used in the management of problems of 
tenacious sputum and inflammatory de- 
bris in cases of bronchiectasis, asthma, 
bronchitis and pulmonary tuberculosis. 
They found that inhalations of vaporized 
trypsin alone were not clinically helpfui 
but that there was a significant improve- 
ment when desoxyribonuclease, in doses 
of 2 to 5 mg. daily, was added to the 
usual doses of trypsin. 

Because of the frequency of unfavor- 
able reactions observed with this type of 
therapy the authors undertook a cytologic 
study of the sputum of a series of pa- 
tients receiving enzyme therapy. This 
paper reports the appearance of greatly 
increased numbers of metaplastic cells in 
these patients. Furthermore, these cells 
were atypical in that their nuclei were 
abnormally enlarged and hyperchromatic 
and the cells were frequently multinuc- 
leated with irregular and jagged nuclear 
borders. 

In order to evaluate the significance of 
these cytologic changes the authors per- 
formed a series of animal experiments 
using Heston Strain A mice because of 
their high predictable incidence of spon- 
taneous pulmonary tumors. In both the 
control group and those receiving trypsin 
by aerosol spray pulmonary tumors ap- 
peared in approx‘mately the expected 
percentage, 14 and 17 per cent respec- 
tively. However, in those receiving des- 
oxyribonuclease, 41 per cent developed 
pulmonary tumors, an incidence approx- 
imately 21 times as great as anticipated. 

These results are considered extremely 
interesting, although not necessarily sig- 
nificant in clinical therapy. The series is 
small but the findings emphasize the need 
for caution in the use of enzyme therapy. 
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Analysis and Therapy of Cerebellar 
Ataxia and Asynergia. Herman 
Kabat. A.M.A. Arch. Neurol. & Psy- 
chiat. 74:375 {Oct.) 1955. 


The author reports his observations on 
the neuromuscular function “in a large 
series of patients with disease or injury of 
the cerebellum or its pathways who were 
under an intensive rehabilitation pro- 
gram.” 

He has developed the “rhythmic stabi- 
lization” test in order to gauge the sever- 
ity of cerebellar asynergia. In this test 
the patient holds a joint (such as the 
wrist) rigid while the examiner alter- 
nately and repeatedly applies resistance 
to the wrist extensors and flexors. The 
author’s hypothesis is that the neocere- 
bellum has as its chief function the facili- 
tation of voluntary isometric contraction 
and co-contraction. If cerebellar asyner- 
gia exists, the implication is that the 
patient with such involvement cannot 
stabilize the joint tested against resist- 
ance and that he uses isotonic contrac- 
tion (rebound) rather than isometric. In 
very severe involvement the joint can be 
moved through a wide range and the 
patient fatigues easily. 

Specific imbalances of antagonistic 
muscles exist in both upper and lower 
extremities. Most characteristic is weak- 
ness of the toe flexors and shoulder ab- 
ductors. This is quite unlike lesions of 
the corticospinal tract or of the paleostri- 
atum. Weakness of the toe extensors and 
dorsiflexors of the ankle is more common 
in the former and that of the abductors 
of the shoulder is usual in the latter. 

Rehabilitation of the patient with cere- 
bellar ataxia and asynergia is based on 
training in voluntary isometric contrac- 
tion and co-contraction, correction of 
weakness of antagonists, and develop- 
ment of endurance. 

The author speculates that the neocere- 
bellum facilitates voluntary isometric 
contraction while the paleostriatum facil- 
itates voluntary isotonic contraction, and 
that coordination of these opposing sys- 
tems leads to skilled voluntary move- 
ment. Differences in Parkinsonism and 
cerebellar disease are cited as possible 
evidence. 


Tolerance of Temporary Occlusion 
of the Thoracic Aorta in Normother- 
mic and Hypothermic Dogs. William 
M. Parkins; Max Ben, and Harry M. 
Vars. Surgery 38:38 (July) 1955. 


The author’s purpose was to determine 
the effectiveness of hypothermia in the 
prevention of anoxial damage resulting 
from temporary occlusion of the thoracic 
aorta. 

The thoracic aorta was occluded by a 
balloon catheter in the region of the 
eighth to tenth intervertebral spaces in 
both normothermic and _ hypothermic 
dogs. 

In the normothermic series, eight of 
ten dogs survived following a_ thirty- 
minute occlusion. Four of the survivors 
had hindquarter paralysis. Four of an- 
other series of ten dogs survived after a 
one-hour occlusion. All the survivors suf- 
fered hindquarter paralysis. None of five 
normothermic dogs survived a two-hour 
occlusion. Methods used to induce hypo- 
themen were surface cooling by means of 
crushed ice, blood cooling, and visceral 
cooling. Two of the five dogs surface 
cooled to a rectal temperature of 30C. 
survived following a one-hour occlusion. 
Cooled to the same rectal temperature by 
blood chilling, two of another series of 
five survived the same period of occlu- 
sion. Cooled by this latter method to a 
rectal temperature of 24C. to 26C., 
seven of eleven dogs survived an hour of 
occlusion. None of these hypothemic 
animals were paralyzed. 

When the viscera was directly cooled 
by iced saline solution to give a duodenal 
temperature of 21C., a series of four 
dogs survived after one hour of occlusion. 
There was no paralysis. Five of another 
series of six dogs survived after a two- 
hour occlusion when duodenal tempera- 
tures were lowered to 10 C. to 20 C. One 
animal was paralyzed. 

When duodenal cooling to 15 C. was 
delayed until fifteen minutes after the 
initiation of a two-hour occlusion, all 
four dogs survived but two developed 
paralysis. Ordinarily cooling was begun 
three to ten minutes before occlusion. 
As a further control, 37 C. saline was sub- 
stituted for the iced saline. The results 
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obtained were essentially the same as 
those for normothermic animals. 

In unpublished data, the authors have 
demonstrated that the liver cooled by 
refrigerated blood passing through a 
carotid artery — splenic vein shunt at 
18C. to 20 C. was unsuccessful in protect- 
ing four out of five dogs subject to a one- 
hour aortic occlusion. This implies that 
cooling the duodenum to a comparable 
temperature is more effective. 

In addition to anoxia of the spinal 
cord and hypevolemia, it is postulated 
that bacterial factors and enzymes may 
play a role in morbidity and mortality. 
Statistical analysis certainly seems desir- 
able in face of the small number of ani- 
mals in each series. 


Extracellular Hyperosmolarity after 
Cerebral Lesions. P. Anthonisen; T. 


Hilden, and A. C. Thomsen. Nord. 
med. (In Danish) 53:713 (May 5) 
1955. 


Forty-six previously published cases of 
a symptofh complex that originates after 
cerebral injury and that consists of high 
serum values and slight elimination of 
chloride and sodium are listed and an- 
alyzed. The initiating lesions include con- 
tusions, vascular catastrophes, tumors, 
encephalitis, postoperative sequelae, in- 
sulin shock, and sulfathiazol intoxication. 
Most of the lesions were in the frontal 
lobes, in the hypophysis-hypothalamus 
region, or in both of these areas. The 
hypothesis presented by the authors is 
that dehydration is caused by a cerebral 
lesion of the osmoregulating mechanism. 
This results in reduction of water content 
and blood volume, which stimulates the 
normal mechanism for regulating volume 
and active salt retention. The death rate 
attributable to the lesions themselves is 
high, thus it is difficult to evaluate the 
prognosis. Thirty-three of the patients 
reported upon died; the fate of two 
others is still in doubt. It is believed that 
the magnitude of the shift in electrolyte 
balance is highly influential as a cause of 
death. In the 11 patients that survived 
this symptom complex, the disturbances 
of osmoregulation generally appeared to 


be reversible. Treatments of this disturb- 
ance reported by various authors included 
salt-free fluids in most instances. Appar- 
ent improvement in one of two patients 
treated with a mercurial diuretic has 
been reported. Use of the artificial kid- 
ney has been suggested as a_ possible 
treatment for some patients. 


The Diagnosis of Muscular Dystro- 
phy. Ade T. Milhorat. Am. J. Phys. 
Med. 34:103 (Feb.) 1955. 


The author’s purpose is to delineate 
the salient features necessary for the diag- 
nosis of muscular dystrophy. 

The requirements for diagnosis are a 
careful history; knowledge of muscular 
dystrophy and diseases with which it may 
be confused; careful examination of the 
patient; and knowledge of test and lab- 
oratory procedures and an understanding 
of their limitations. 

The disease is defined as one belonging 
to a group of mobility disorders charac- 
terized by muscle wasting that is not 
subsequent to any demonstrable disease 
of the nervous system. Usually the proxi- 
mal muscle groups are the first involved. 
In 35 per cent of the cases one may get a 
history of involvement in another mem- 
ber of the family. The disease attacks 
children chiefly but no age group is 
immune. 

The course is one of gradual increase 
in disability which is correlated with 
muscle wasting. Contractures and emo- 
tional factors are ancillary factors. 

The pseudohypertrophic form is char- 
acterized by muscle wasting with weak- 
ness, pseudohypertrophy and _ contrac- 
tures. Inheritance of the disease appears 
to be sex-linked, being transmitted by a 
normal female to male offspring. 

The facioscapulohumeral type is char- 


acterized by slowness of progression. 


Signs of facial involvement may be found 
in childhood. Usually however, the pa- 
tient is unaware of any abnormality until 
puberty. Inheritance is transmitted di- 
rectly from affected parent to child by a 
dominant factor. 

The disease may be confused with 
myositis or myotonia atrophica. Physical 
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signs and symptoms and a biopsy often 
help to differentiate these diseases. In 
extensive wasting, creatine excretion in 
the urine may be increased and creatin- 
ine may be decreased. 


The author emphasizes that there is 
no specific laboratory test for muscular 
dystrophy 


The Physiology of the Aging Proc- 
ess in the Musculoskeletal Appa- 
ratus. E. M. Bick. Geriatrics 10:274 
June) 1955. 


This study is concerned with the physi- 
ologic processes that result in musculo- 
skeletal disabilities in the aged. Most of 
these disabilities are tissue responses to 
metabolic or endocrine changes that can 
be considered as representing failure of 
the weakened tissues to withstand normal 
stresses and strains. Cartilage is the most 
stable and contributes least to dysfunc- 
tion of the musculoskeletal system. The 
chief physiologic problem of orthopedi 
geriatrics is synthesis of bone protein. 
Normal and reparative osteogenesis take 
place by ossification and calcification. A 
disturbance in production or vascular 
distribution of chemical elements upsets 
the balance between these processes. 
Skeletal deformities result, mostly be- 
cause of collapse of soft and brittle bone 
at points of major stress. Failure of the 
muscular system is most often caused by 
deterioration of the circulatory mecha- 
nisms or the central nervous system. 
Orthopedic defects in the aged will be 
largely prevented when failing osteogene- 
sis can be controlled. 


The Physiological Mechanism of Re- 
ferred Shoulder — Tip Pain. F. S. 
Doran, and A. Hall Ratcliffe. Brain 


77:427 Sept. 1954. 


The authors offer a new view of the 
age old problem of “referred pain.” The 
ideas of the “central” group and their 
modifications _ first proposed by John 


Hunter are discussed as are the feelings 
of the “peripheral” group. 


In order to test both, local anesthesia 
is used to wipe out superficial sensation 
in the area supplied by the 3rd and 4th 
cervical nerves. The phrenic nerve was 
then exposed and stimulated with re- 
sultant sharp pain being elicited over the 
“shoulder tip” area. The authors state 
that this preves conclusively that the 
autonomic nervous system plays no part 
in “shoulder tip” pain and that the con- 
stant flow of subliminal impulses from 
the shoulder area to a common pool also 
is not part of the mechanism involved. 

The phrenic nerve is directed and the 
number of fibers 3-6 microns in dia- 
meter is measured. Fibers of this size 
are compatible with those fibers which 
carry pain impulses. Up to 1762 fibers 
of this diameter were noted in one 
phrenic nerve. Therefore, the phrenic 
nerve, anatomically, is capable of trans- 
mitting pain impulses. 


There is also some experimental evi- 
dence to indicate that some summation 
of impulses does take place in that anes- 
thetizing the painful shoulder area would 
tend to decrease the pain on subsequent 
stimulation. 


The authors conclude that impulses 
from the shoulder and diaphragm ter- 
minate in a common group of spinal 
cord neurones but that their summation 
is not necessary for producing pain. Pain 
is felt in the “shoulder tip” area only be- 
cause the “shoulder tip” has distinct 
cerebral representation whereas the dia- 
phragm has none. 
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RICHARD KOVACS MEMORIAL FELLOWSHIP FUND 


Applications for assistance from the Richard Kovacs Memorial Fellowship 
Fund are now being received. The purpose of the fund is to help defray the 
expenses of one or two qualified persons wishing to attend the Second Inter- 
national Congress of Physical Medicine, August 20-24, 1956, Copenhagen, 


Denmark. 
Letters of application should be directed to the Richard Kovacs Memorial 
Fellowship Fund Committee, American Congress of Physical Medicine and 


Rehabilitation, 30 N. Michigan Ave., Chicago 2, III. 


Applications must be received no later than March 1, 1956. 


dical News 


Members are invited to send to this office items of news of general interest, 
for example, those relating to society activities, new hospitals, education, etc. 
Programs should be received at least six weeks before the date of meeting. 


FRANK H. KRUSEN SUCCEEDS 
LORD HORDER 


The International Federation of Physical Medicine has elected Dr. Frank H. Krusen president to succeed the 
late Lord Horder. Dr. Krusen was chosen from among six vice presidents of the previous Congress. He will 


preside at the 1956 meeting to be held in Copenhagen, Denmark. 
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Fellowship in Physical Medicine 

A three-year fellowship in physical medicine 
is available in an A.M.A.-approved program 
at the Grace-New Haven Hospital and Yale 
University School of Medicine, New Haven 
For information, write to Dr. Thomas F 
Hines, Director, Department of Physical Med- 
icine and Rehabilitation, 789 Howard Ave., 
New Haven 

Applicants for Congress Membership 

Nadene Coyne, M.D., City Hospital, 3395 
Scranton Rd., Cleveland: Sponsored by 
Walter J. Zeiter, M.D., Cleveland 

Victor Cummings, M.D., Montefiore Hos- 
pital, Bronx, N. Y Sponsored by Karl 
Harpuder, M.D., New York 

Orlando M. Fontes, M.D., Dept. of Physi- 
cal Medicine and Rehabilitation, Bellevue 
Medical Center, 477 First Ave., New York 
16: Sponsored by Bruce B. Grynbaum, M.D., 
New York 

Karl H. Haase, M.D., VA Center, Los 
Angeles: Sponsored by Elizabeth Austin, 
M.D., Los Angeles. 

W. Kenneth Lane, M.D., National Founda- 
tion for Infantile Paralysis, Inc., 120 Broad- 
way, New York 5: Sponsored by Howard A 
Rusk, M.D., New York. 

Justus F. Lehmann, M.D., 2081 Harwitch 
Rd., Columbus, Ohio: Sponsored by Earl (¢ 
Elkins, M.D., Rochester, Minn 

Kurt George Leichtentritt, M.D., 2295 
Grand Concourse, New York 53 Sponsored 
by Karl Harpuder, M.D., New York 

Isidore I. Neistadt, M.D., 114 Du Bois 
Ave., Valley Stream, N. Y Sponsored by 
Herbert S. Whiting, M.D., New Hyde Park, 
N. ¥ 

Robert Lloyd Smith, M.D., 1625 Stanford 
St., Santa Monica, Calif Sponsored by 
Robert Miller, M.D., Los Angeles 


Assistance Grants Established To Aid 
Young Physicians 

The Sears-Roebuck Foundation in cooper- 
ation with the AMA has recently established 
assistance grants to help young physicians who 
lack capital and business “know-how” in set- 
ting up practices 

Ihe plan, especially planned for small or 
medium sized towns or rural communities, 
will offer unsecured ten year loans up to 
$25,000 to physicians unable to get full local 
financing 

\ medical advisory board appointed from 
nominations by the AMA Board of Trustees 
will screen all applicants. Each applicant must 
submit information about the area where he 
intends to locate 

Physicians wishing to apply for assistance 
should send applications to the office of the 
region in which the proposed medical prac- 
tice is to be established. Address applications 
to the Director, Sears-Roebuck Board at thes¢ 
locations: Pacific Coast Region—2650 Olym- 
pia Blvd., Los Angeles 54: Southwestern 
1409 South Lamar St., Dallas 2: Midwest 


Jan., 1956 


8 E. Congress St., Chicago 5: South 675 
Ponce de Leon Ave., Atlanta: East 4640 
Roosevelt Blvd., Philadelphia 32. 


Recent Publications by Members 

Harriet E. Gillette, “What is Expected of 
Physical Medicine.’ Editorial in Journal of 
Ihe Medical Association of Georgia, Sep- 
tember, 1955. 

Frank H. Krusen, ‘““The Team Approach to 
Rehabilitation of the Disabled.” Proceedings 
of the Staff Meetings of the Mayo Clinic, 
September 7, 1955 

Samuel G. Feuer and co-author, “A Ra- 
tional Approach of Physical Medicine and 
Rehabilitation in the Low Back Problem.” 
Compensation Medicine, March-May, 1955. 

Leslie Blau, “Contributions of the Doctor 
of Physical Medicine as a Hospital Diagnosti- 
cian.” The Journal of The American Medical 
Association, October 8, 1955. 

A. Ray Dawson and co-author, “Placement 
of Rehabilitated Patients.” The Journal of 
The American Medical Association, October 
8, 1955. 

Edward M. Krusen, Jr., “Pain in the Neck 
and Shoulder, Commoa Causes and Response 
to Therapy.” The Journal of The American 
Medical Association, November 26, 1955. 

Gordon M. Martin and co-author, “Further 
Evaluation of Heating by Microwaves and 
by Infrared as Used Clinically.” The Journal 
of The American Medical Association, Novem- 
ber 26, 1955 

William H. Schmidt, “Importance of Diag- 
nostic Methods in Physical Medicine.” The 
Journal of The American Medical Association, 
November 19, 1955 

Eugene H. Weissenberg and co-author, “A 
Colostomy Irrigator of Improved Design.” 
The Journal of The American Medical Associ- 
ation, November 19, 1955. 


Home Care Program Films 

A half-hour film describing the operation of 
hospital home care programs for patients with 
chronic disease has been produced by the 
Benjamin Rosenthal Foundation of New York 
Copies of the film are now available at print 
cost to hospitals, health and welfare agencies 
or individuals interested in the subject 

The film was produced as a public service 
to stimulate discussion among hospital, medi- 
cal, health and other community leaders who 
are concerned with the problems of chronic 
disease and the best method of providing the 
care and treatment of patients with long-term 
illness 

A discussion guide accompanies the film to 
clarify many of the points touched upon in the 
film and contains detailed information on 
methods and procedures in the creation of a 
home care program for a hospital or a 
community. 

The film is based upon the experience of 
Montefiore Hospital in New York City, which 
instituted its home care program in 1947. 
Since then, several score hospitals in all parts 
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of the country have instituted home care pro- 
grams of their own, with many variations to 
suit their own needs and resources. The dis- 
cussion guide includes a chart listing many of 
these hospitals indicating the variations of 
services provided by their home care programs. 

Home care is an effective method of bring- 
ing hospital-type care into a patient’s home 
with the full complement of medical, nursing 
and social service. The film shows the effects 


of such care on patients with cancer, heart 
disease, asthma, arthritis and other chronic 
conditions. 

The film also describes the factors which 


go into the selection of patients for treatment 
in a home care program. In addition it shows 
the role of the doctor, nurse and social worker 
and the members of every other profession 
which participates in a home care program. 

Also described in the film are the values of 
a home care program from the viewpoint of 
hospital administration and the results of such 
care on a patient’s physical and emotional 
well being. 

The film is available from the Health and 
Welfare Materials Center, 10 E. 44th Street, 
New York City. It may be rented for $10 or 
purchased for $50. Rental prices may also be 
applied toward the purchase cost. Copies of 
guide which accompany the 
film are sent free of charge for each member 
of the audience 


the discussion 


The American Public Health Association 

The Executive Board of the American Pub- 
lic Health Association announces that the 
84th annual meeting of the A.P.H.A. and 
related organizations will be held in Atlantic 
City, N. J., November 12 to 16, 1956. Head- 
quarters will be Convention Hall. 


Special Announcement 

The Bulletin on Current Literature, pub- 
lished since 1940 by the Library of the 
National Society for Crippled Children and 
Adults, has changed its title to Rehabilitation 
Literature, beginning with the January 1956 
issue 

The new name will identify better the sub- 
ject coverage of the monthly bibliographic 
bulletin, which will continue to index and 
abstract not only medical and therapy litera- 
ture but also the current periodical articles, 
pamphlets and books in the other professional 
areas of special education, psychology, social 
welfare, and employment as relating to the 
rehabilitation of handicapped children and 
adults. As an Easter Seal Society service, 
Rehabilitation Literature will continue to be 
published monthly. 


American Academy for Cerebral Palsy 
Elects Officers 

At the October, 1955, meeting of the 

American Academy for Cerebral Palsy in 

Memphis, Tenn., the following officers were 

elected: President, Dr. Margaret Jones, Uni- 


versity of California Medical Center, Los 

Angeles; President-Elect, Dr. Nicholson J. 

Eastman, Johns Hopkins Hospital, Baltimore, 

Secretary-Treasurer, Dr. Robert A. 

Knight, 869 Madison Ave., Memphis, Tenn. 
Demonstration of 

The Clinical Management of Poliomyelitis 

Baylor University College of Medicine, 
Southwestern Poliomyelitis Respiratory Center 
and Jefferson Davis Hospital in cooperation 
with the National Foundation for Infantile 
Paralysis, Inc., announce a three-day and two 
evening postgraduate course on the clinical 
management of poliomyelitis. 

The course is designed for physicians, 
nurses, medical social service workers, physical 
and occupational therapists to cover complete 
care of poliomyelitis with emphasis on the 
severely involved patient, the physician's re- 
sponsibility in the effective coordination of 


auxiliary services and the value of compre- 
hensive care. 
Dates: February 27, 28, 29 and March 1 


and 2, 1956 

Tuition: $8.50 (to accompany application 
syllabus will be furnished. 
Accommodations: To be 
individual. 

Applications: 

William A. Spencer, M.D., Medical Director 
Southwestern Poliomyelitis Respiratory Center 
Jefferson Davis Hospital 

1801 Buffalo Drive 

Houston 3, Texas 

Number: 

Preference will be given to personnel who 
are or will be directly concerned with polio- 
myelitis patient management. 

A selected number of nurses, physical and 
occupational therapists may arrange to stay 
two weeks or one month for additional work 
in their particular area of interest. 

Financial Assistance: 

Physicians and nurses requesting financial 
assistance for this course may apply to their 
local chapter of the National Foundation for 
Infantile Paralysis, Inc. All medical social 
workers, physical and occupational therapists, 
and any physicians and nurses whose profes- 
sional responsibilities cover more than the 
local area should direct inquiries to the Divi- 
sion of Professional Education, The National 
Foundation for Infantile Paralysis, Inc., 120 
Broadway, New York 5. Completed applica- 
tions must be received by the New York office 
six weeks prior to the course. 


arranged by the 


In Memoriam 

Bert A. Treister, M.D., University Heights: 
Western Reserve University School of Medi- 
cine, 1932; aged 46; died September 21; 
member of the Ohio State Medical Associa- 
tion; American Academy of Physical Medicine 
and Rehabilitation, American Congress of 
Physical Medicine and Rehabilitation and dip- 
lomate of American Board of Physical Medi- 
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cine and Rehabilitation. A practicing physi- 
cian in the Cleveland area, Dr. Treister was 
chief of the physical medicine and rehabilita- 
tion at St. Vincent Charity Hospital and at 
Cuyahoga County Nursing Home. During 
World War II, Dr. Treister served as a cap- 
tain in the Army Medical Corps. Surviving 
are his widow, three sons, five sisters and 
three brothers 


Tie American Institute of Dental Medicine 
Case History Service 

The Institute continues to offer case his- 
tories from the broad field of dental medicine 
for the vear 1955-56. These will include 
original 35 mm. Kodachrome slides of the 
oral condition, pertinent laboratory findings, 
medical background, roentgenograms, histo- 
logic slides, photomicrographs, diagnostic cri- 
teria and whatever else may be indicated in 
each individual case. A loose leaf binder and 
matching Kodachrome slide box will be fur- 
nished each participant. 

For further information address all commu- 
nications to the Secretary, Mrs. C. Novembri, 
2240 Channing Way, Berkeley 4, Calif 


American College of Surgeons 
Sectional Meeting 

Handling of mass casualties will be one of 
the important subjects to be discussed by a 
panel of expc-ts at the Sectional Meeting of 
the American College of Surgeons during the 
three-day meeting in Milwaukee, February 27 
through 29, 1956, at the Hotel Schroeder 
All members of the medical profession are 
invited to attend. Dr. Forrester W. Raine, 
Milwaukee, is Chairman of the Advisory Com- 
mittee on Arrangements 

Among the topics to be considered are frac- 
tures in children, hypothermia in cardiac and 
general surgery, carcinoma of the prostate, 
tumors of the thyroid, cancer of the colon, 
intestinal obstruction, problems in opera- 
bility, endometriosis, repair of nasal defects, 
and biliary tract surgery. Special hospital clin- 
ics will be offered on two mornings of this 
meeting. Medical motion pictures and cine- 
clinic films will also be included in the 
program 


Newly Registered Therapists 
November 16, 1955 

Abbot, William Y., Jr., Vine St., Trailerest 
Park, Middletown, Pa 

Arnot, Carole L., 1038 Terrace Ave., Wyo- 
missing, Pa 

Ayers, Barbara C., 615 Beechwood Ave., West 
Allenhurst, N. J 

Breding, Dorothea M., 208 Hickman St., 
Rehoboth Beach, Del. 

Clark, Jimmy Lee, 3002 20th St., Tampa, Fla 

Closs, Nancy Rowe, 2931 Island Trail, Box 
297, Sparta, N. J. 

Cypres, Robert M., 100 Price St., West Ches- 
ter, Pa 

Daniel, Alfred N., 411 Jefferson Ave., Bristol, 


Pa. 
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DeCinque, Benjamin J., 119 E. Main St., 
Penns Grove, N. J. 

DeMaria, Dorothy, Point St., Saltsburg, Pa. 

Dobishinsky, Helaine M., RD 134, Olyphant, 
Pa. 

Dudeck, Joseph, 13 E. Diamond Ave., Hazle- 
ton, Pa. 

Duff, John M., Sr., 5611 Whitby Ave., Phila- 
delphia 

Evosevich, Marta, 52 S. 10th St., Pittsburgh 

Fleming, Robert J., 451 W. 35th St., Los 
Angeles 

Garrett, Betty L., 232 Late Ave., Bridgeport, 
W. Va. 

Haltom, Estelle Jan, 113 N. Tennessee Ave., 
Martinsburg, W. Va. 

Heckman, Patricia Ann, 7 Guyton St., Easton, 
Pa. 

Hemphill, Helen F., 3005 Fourth Ave., 
Altoona, Pa. 

Holyoak, Zephia Fay, 91 W. Center St., Moab, 
Utah 

Johnson, Forrest N., 152 Park Ave., Long 
Beach, Calif 

Kelly, Margaret M., 200 Main St., Phoenix- 
ville, Pa. 

Kennedy, Ned R., Jr., 616 N. Prieur St., New 
Orleans 

Kenworthy, Elwood L., 924 W. 34th St., Los 
Angeles 

Kerr, Robert E., 926 S. Osage Ave., Ingle- 
wood, Calif. 

Kingett, Janet E., 113 S. White Horse Pike, 
Laurel Springs, RFD, N. J. 

Loomis, Wilmer F., Jr., 2610 Summit Ave., 
Broomall, Pa 

Martiel, Dixie J., 7020 Woodward Ave., Bell, 
Calif. 

Nelson, Merle Janice, 230 Kieth Ave., Mis- 
soula, Mont. 

Oshins, Natalie B., 1711 President St., Brook- 
lyn, N. Y 

Otte, Edna Mae, RR 1, Oostburg, Wis. 

Pechtl, Patricia J., 336 S. 10th St., El Centro, 
Calif 

Reece, William, Jr., 1604 N. Grape Ave. 
Compton, Calif 

Reiff, Kathleen Ann, 814 Centre St., Ash- 
land, Pa. 

Rhoads, William E., 3443 Edmondson Ave., 
Baltimore, Md. 

Robinson, Donna Jean, 4419 Ramsdell, 
La Crescenta, Calif. 

Saffren, Sheldon, 1440 Levick St., Philadel- 
phia 


Shipley, Donald E., 401 Race St., Millville, 
N 


Sulsona, Miguel A., 915 W. 53rd St., Los 
Angeles 

Turner, Patricia Ann, 1111 Broadway, Haver- 
hill, Mass 

Walter, Joseph E., Box 77029, D Station, 
Los Angeles 

Wayne, Juliana, 3805 Spruce St., Philadelphia 

Winchell, Frances Rae, 200 S. Hickory St., 
Mt. Carmel, Pa 

Wood, Charles F., 816 E. Stafford St., Phila- 
delphia 

Xanthakis, Christie J., 1017 Teri Ave., Tor- 
ance, Calif. 


November 17, 1955 


Andrews, Nadine J., 817 Douglas Ave., Des 
Moines, Iowa 
Ase, Pauline S., 2323 W. Fullerton Ave., Chi- 


cago 
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Barnes, Richard R., Griswold, lowa 

Blackmore, Grace G., 32 Soco St., Asheville, 
N. C. 

Boklander, S. Diane, 1955 8th Ave., S. E., 
Cedar Rapids, Iowa 

Botwinis, Gladys M., 308 
Albuquerque, N. M 

Burnett, Carolyn N., 
cago 

Clausen, Donna L., 615 Fremont, Laramie, 
Wyo. 

Collins, Ernestine R., 244 Palmetto St., Hot 
Springs, Ark. 

Cressy, Jean F., 93 Falmouth St., Portland, 


13th St., N. W., 
1730 W. 105th Pl., Chi- 


Me. 

Ehlers, Shirley Jean, 2312 W. 59th St., Chi- 
cago 

Elmer, Charles D., R. No. 3, Springdale, Ark. 

Faigenbaum, Arlene D., 67 Mt. Pleasant Ave., 
Troy, N. Y. 

Foundas, John C., 601 Finkbine Pk., Iowa 
City 

Graf, Paula L., 806 Hamilton Cleves Pike, 
Hamilton, Ohio 

Hamilton, George F., 
Pittsburgh 

Hanzo, Mary Agnes, 3900 S. W. 60th Ave., 
Miami, Fla. 

Harris, Valerie E., 3706 Luxberry Ave., Wan- 

Hollar, Frank H., 
City, lowa 

Holmquist, Janet, 715 N. Thomas Ave., Oak- 
land, Neb 

Hultgren, Clarence 
Eugene, Ore 

Jennings, Carol, 9436 Harding Ave., Evans- 
ton, Ill 

Kilar, Louise J., 192 Elm St., Masury, Ohio 

King, Charles G., 2135 N. 77th Ct., Elmwood 
Park, 

Knickerbocker, Fay Ann, 331 E. Washington, 
St., Gainesville, Ga. 

Kunze, Minerva Jane, 505 N. Hamilton St., 
Leaksville, N. C. 

Martino, Samuel, 
Chicago 

Mastrovich, Chris J., 107'% Spark Ave., Lead, 

McCreary, Willa Mae, 2420 Maple, Omaha, 
Neb. 

McQuilkin, Diane, 
wood, Ohio 

Miller, Sr. M. 
Chicago 

Okita, Ted Y., 1026 George St., Chicago, III. 

Ott, Marilyn Jean, 118 Cherokee Dr., Du- 
buque, Iowa 

Pugh, Larry W., RR 2, Montezuma, Iowa 

Smith, Robert E., c/o Horace L. Scott, Cam- 
bridge, Iowa 

Sperry, Willard Lee, 521 Pine St., Crookston, 
Minn 

Stanislav, Patricia Ellen, 
Ave., Sioux City, lowa 

Stockmeyer, Shirley Ann, Castle 
Midland Ave., Nyack, N. Y. 

Sutton, Julius O., 1813 Darrow Ave., Evan- 
ston, IIl. 

Taylor, Betty M., 61 E. Goethe St., Chicago 

Tokarz, Norbert M., 1913 N. Leavitt St., Chi- 
cago 

Vann, Martha Jane, Boston, Ga. 

Wales, Helen Mae, E. Oregon St., Polo, Ill. 

Ziadie, Yvonne T., 2 Argyle Rd., Half-Way 


3929 McClure Ave., 


1810 W. 19th St., Sioux 


W., 1965 River Rd., 


4215 W. Fullerton Ave., 


1664 Lewis Dr., Lake- 


Rita, 1121 N. Orleans St., 


1233. Morningside 


Heights & 


Tree, Jamaica, B. W. I. 
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Arnold, George M., 146 E. Highland Rd., 
Johnson City, Tenn. 

Artman, Patricia Ann, Mt. Hope, Kans. 

Bell, Otho W., Jr., PO Box 117, Irwinton, Ga. 

Burk, Dorothy H., 3729 N. Lowell Ave., Chi- 
cago 

Burnet, Ann R., 1514 St. Mary’s Dr., Way- 
cross, Ga 

Chiringas, Percy, 1422 Buchanan St., N. W., 
Washington, D. C. 

Clark, Gwendolyn R., 1614 W. Market St., 
Greensboro, N. C. 

Clay, Curtis A., Box, Lockhart, Fla. 

Clayton, Max L., Glasco, Kans. 

Elam, Billy Dean, 1914 Olathe Blvd., Kansas 
City, Kans. 

Galford, Hubert R., PO Box 176, Marlinton, 
W. Va. 

Gray, Ruth C., 721 Bell Ave., Birmingham, 


Ala. 

Harger, Frank H., 130 S. Franklin St., Rich- 
wood, Ohio 

Holleman, Jane B., 804 Stonewall St., Dublin, 


Ga. 


Kirk, Harry W., 4414 Hewitt Ave., Silver 
Spring, Md. 

Laughlin, Lilah Jean, Rt. 1, Tonganoxie, 
Kans. 


Lee, Richard L., 4 Bell Terr., Stroudsburg, 
Pa. 
Lorch, Iris S., 3502 Wakeland, Shreveport, 


La. 

Marnett, Paul J., 925 Sandusky Ave., Kansas 
City, Kans. 

Neate, Mary M., PT Dept., Morris Memorial 
Hospital, Milton, W. Va. 

Nitz, Jack D., 6700 E. 58th St., Kansas City, 
Mo. 

Paglialunea, Dominic C., Box 152, Fairpoint, 
Ohio 

Ralston, Patricia R., 702 Lincoln Ave., Minot, 
N. D 


Scales, Eloise I., c/o Henry Feuerborn, Box 
152, Richmond, Kans. 

Smith, Betty Jean, Rt. 1, Ridgeville, S. C. 

Smith, Marialice C., 333 Broadway Ave., 
Shawinagan Falls, Que., Can. 

Smith, Zella Anne, Poquoson, Va. 

Spittle, Chester H., 18 Rosecrest Ave., Alex- 
andria, Va 

Totten, Edward D., c/o Mr. K. H. Montague, 
Peach Creek, W. Va. 

Vildzius, Margaret B., 8400 Old Georgetown 
Rd., Bethesda, Md. 

Wereb, Rose Mary, Wilson Mills Rd., Chester- 
land, Ohio 

White, Rosemarie S., RFD 2, Ivor, Va. 

Wood, Phyllis C., 411 N. Washington, Council 


Grove, Kans. 


Chest Physicians to Meet in Germany 
Next Summer 

The Council on International Affairs of the 
American College of Chest Physicians has an- 
nounced that the Fourth International Con- 
gress on Diseases of the Chest will be held in 
Cologne, Germany, August 19-23, 1956. Pro- 
fessor Gerhard Domagk, discoverer of the sul- 
fonamides and Nobel Prize winner, will be 
president of the World Congress. Additional 
information may be obtained from the Ameri- 
can College of Chest Physicians, 112 E. Chest- 
nut St., Chicago 11, II. 
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EASTERN SECTION—Chairman, Jacob L 
Rudd, Boston; Secretary, Harold Lefkoe, 857 
Meeting House Road, Jenkintown, Pa 


States represented: Connecticut, Delaware, 
Maine, Maryland, Massachusetts, New Hamp- 
shire, New Jersey, New York, Pennsylvania, 


Rhode Island and Vermont. 


ROCKY MOUNTAIN SECTION Chair- 
man, Carl C. Hoffman, (Cenver; Secretary, 
Lt. Col. Aniello F. Mastellone, Fitzsimons 
Army Hospital, Denver. 

States represented: Arizona, Colorado, New 
Mexico, Utah and Wyoming. 

CENTRAL SECTION—Chairman, Paul A. 
Nelson, Cleveland; Secretary, Mieczyslaw 


ot David Paul, Iowa City; Secretary, William D a i, 2961 S. Moreland Blvd., Cleve 
Children’s Hospital, I ra City States _Tepresented: inols, ndiana, en- 
tucky, Michigan, Ohio, West Virginia and Wis- 
States represented: lowa, Kansas, Minne- consin 
— Nebraska, North Dakota and SOUTHERN SECTION 
oS See Nathan H. Polmer, New Orleans; Secretary, 
WESTERN SECTION Chairman, Fred B Solomon Winokur, 4729 Prytania St., New 
Moor, Los Angeles; Secretary, Roy H. Nyquist, Orleans 15 
Physical Medicine Section, Paraplegia Service States represented: Arkansas, Louisiana, Mis- 
N-1, VA Hospital, Long Beach 4, Calif. sissippi, Oklahoma and Texas. 
Siates represented: California and Nevada. SOUTHEASTERN SECTION — Chairman, 
Harriet E. Gillette, Atlanta: Secretary, Harry 
x NORTHWESTERN SECTION—Chairman, W. Mims, Medical College Hospital, Medical 
Se Albert L. Cooper, Seattle; Secretary, Sherburne College of South Carolina, 55 Doughty St., 
af W. Heath, Jr., 757-60 Medical-Dental Building, Charleston. : 
: Seattle | States represented: Alabama, Florida, Geor- 


States represented: Idaho, Montana, Oregon 


gia, North Carolina, South Carolina, Tennessee 


and Washington and Virginia (District of Columbia). 


No other medical periodical gives you such 


“wide coverage” in the field of physical medicine 


“4 and rehabilitation as THE ARCHIVES 


If you are a teacher of physical medicine, a 
research worker, a physicist, or just a clinician — 
“ if you want to stay abreast of all that is new in 
2 physical medicine and rehabilitation — you must 
read THE ARCHIVES. 


Each month you will find in this journal inform- 
ative articles, constructive editorials, physical 
medicine news, announcement of new books and 
a wealth of abstracted material dealing with every 
phase of physical medicine and rehabilitation. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE 
If you are not a subscriber to THE 
ARCHIVES—send in your subscription 
today. Sample copy will be sent on 
request. Subscription price $7.00 per Sine, 
year; Canada, $8.00; elsewhere, ar 
$14.00 the year. 


Please find enclosed check for $7 or bill me for one 
year’s subscription to the ARCHIVES. 


City, Zone and State. 


4 

‘ 

: 

A — 54 


WANTED 


Registered Physical Therapist (woman) for staff 
position in 350 bed general hospital. Must 
be a member of A.P.T.A. and American 
Registry. Salary, minimum $325 or up, de- 
pending on qualifications and experience. 


St. Rita’s Hospital, Lima, Ohio. 


SELECTED OPPORTUNITIES 
WANTED—PHYSICAL THERAPISTS: (2) 2-man clin grp special- 


izing arthritis treatments; well known resort twn 50,000; SW. 
(b) Head new dept; excel oppty org & est dept; 250 bd gen 
hosp; coll twn 75,000; MW. (c) Exp not req'd; 60 bd hosp for 
chronically ill; cons paralysis work; excel facil; $350; coll 
twn; NM. (d) Staff; 600-bd gen hosp, fully apprv‘d; Ige city; 
E. (e) Vol gen hosp 150 bds; lovely twn; Pac NW. (f) Head 
dept; 250-bd gen hosp; to $5700; coll city 50,000; MW. (g) 
Staff; 250 bd gen hosp; new 500 bd hosp now u/constr; 
county seat twn 50,000; W. (h) Vol gen hosp 60 bds; coastal 
twn; Calif. (i) 2 req'd; new 65-bd rehab unit for children; 
affil 300 bd teach’g hosp; Ige univ city; MidE. (j) Two; reg‘d; 
grp of 8 orth surg; outstand’g facil & equip; excel loca; Pac 
NW. (k) Head dept; 200 bd gen hosp; apprv’d JCAH; colb 
twn 30,000; NW. (I) 2 req'd; Ige & well-known clin grp; 
excel dept facil & equip; to $5000; univ city 50,000; MW. 
(m) Consultant; state hith dept; all admin & org duties; cons 
travel req'd $4800; city 30,000; W. 


Please send for an Analysis Form so we may prepare an 
individual survey for you. We offer you our best endeavors 
—our integrity —our 60 year record of effective placement 
achievement. Strictly confidential. Woodward Medical Bureau, 
185 N. Wabash, Chicago. 


OPPORTUNITIES AVAILABLE 


WANTED: Physiatrist; direct dept, new hospital, affiliated medical 
school; East. For further information, please write Burneice Larson, 
Director, Medical Bureau. 


WANTED: OCCUPATIONAL THERAPISTS: (a) Three; one should 
be interested in psychiatric patients; another in pediatrics and third 
in gen. patient assignments; one of country’s leading private practice 
groups; university affiliations. (b) Supervisor; new 300-bed hospital; 
university center, Midwest. (c) Director, hearing and social service 
program; expansion program to meet community needs; professional 
speech and hearing background; work in audiometry and audiology, 
experience teaching pre-school children and parent guidance required; 
California PHYSICAL THERAPISTS: (d) Chief; physical therapy 
center; plans completed for developing into complete rehabilitation 
center; resort town, West. (e) To serve as administrator of new 
rehabilitation center for children; 38-bed unit, university medical 
center; rank: asst administrator in charge of rehabilitation center; 
unusual opportunity. (f) Chief: 200-bed gen hos well equipped dept 
averaging 30 patients daily; univ town, Midwest; min $5,000. (g) To 
take charge of phys therapy, county health dept, metropolitan area 
of East. (h) To take charge of dept in hos opening in Dec.; resort 
town on Gulf of Mexico. (i) Qualified to organize new dept, 200-bed 
gen hos; min $450. (j) Two; 30-man clinic; univ city, Midwest. 


For further information, regarding these opportunities, please write 
Burneice Larson, Medical Bureau, Palmolive Building, Chicago. 


— WANTED — 
Immediate placement for registered, quali- 
fied physical therapists (male or female) for 
rapidly expanding physical medicine and 
rehabilitation institute serving two hospitals, 
total 1000 general medical and surgical 
beds, in largest centrally located industrial 
center in Illinois. 
Write: Administrator, Institute of 


Physical Medicine and Rehabilitation, 
619 N. Glen Oak Ave., Peoria, Ill. 


JOIN 


RED CROS9 


Specialists in 
Electro Medical 
Equipment for 
Physical Therapy, 
Rehabilitation 
and Diagnosis 


NEW REHAB BOOK 


MANUAL OF SUPPLIES, EQUIPMENT AND 
SOURCES FOR OCCUPATIONAL THERAPY 
by Harold Shalik, OTR 
A Must for Every Hospital With An O. T. Department 


@ 500 VERIFIED ©. T. CRAFTS AND REHABILITA- 
TION SOURCES 


@ NATIONWIDE IN SCOPE 
@ SUPPLEMENTED ANNUALLY 


103 pages, Price $3 postpaid 


Sent on Approval 
OCCUPEUTICS 
30 Lindsay Rd., Billerica, Mass. 


FRED LANDAUER CO. 
11 BLENHEIM COURT 
ROCKVILLE CENTRE, L. 1, NEW YORK 
Tel. RO 6-4527 


REPRESENTING LEADING MANUFACTURERS 
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Dependable 
Repai r Sunt ce 


aliheral Frade--Ins 
Cun ju fun ce 


[or planning new departments 


W. buy and sell 


Good Used Equipment 
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Make Your Own 


Orthopaedic Appliances 
with the new DIREKT-FORM 


Cervical collar shown here was designed 
and constructed of Direkt-Form by 
A. Orthopedic App!. Co., 450 2nd, N.Y.C. 


DIREKT-FORM aluminum-alloy wire and woven fiber mesh 
is a new, patented material. The mesh is easily formed These are important DIREKT-FORM features 
directly to the body of the patient. This molded form Eliminates plester casts 

is then dipped into the plastic hardener Also, the 
DIREKT-FORM method has a unique advantage over 
plaster. A special softener is supplied which permits 
reshaping or adjustment of a semifinished or finished Light-weight and durable 


DIREKT-FORM device Readily reshaped 


Can be handled at room temperature 


Simple technique 


Write today for Bulletin of Technique Allergy-proof, easily sterilized 


Radiolucent 


sat 
agents Cosmetically more appealing to patient 


155 Hackensack Avenue, Hackensack, New Jersey. 
EXCLUSIVE NATIONAL FRANCHISES AVAILABLE — for many countries. Write for proposal. 


$4,950.00 FREE SCHOLARSHIPS 
Offered PHYSICAL THERAPISTS 


New Post-Graduate courses are offered registered Physical Therapists to become 
Kenny Therapists for service in: 


Polio. 
Other neuro-muscular and crippling diseases. 


Complete rehabilitation work. 


NEW CLASS starts March 19, 1956 at Elizabeth Kenny Institute in Minneapolis. 
Course is for 18 months duration. 


ADDED opportunities upon completion include: 
Liberal salaries. . Generous retirement plan. 
Guaranteed continuous employment. Excellent working conditions. 
Opportunities for wide travel. 
3. Up to four weeks annual vacation. ; —- 
Complete details and an application 
Liberal security benefits. blank may be obtained by writing: 


Director of Training 
SISTER ELIZABETH KENNY FOUNDATION 


National Headquarters 
2400 Fosuay Tower, MINNEAPOLIS 2, MINN. 
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1ydromassage Now... precise, repeatable, 


cuzzi Hydromassage makes 


any bathtub or locally- 
made tank a whirlpool bath. a f 0 S i S 
Unit is completely porta- 


ble. Weighs only 25 Ibs. 

No special plumbing need- 

ed. Ideal, too, for patients _s and 
at home 


POWERFUL 
of neuromuscular disorders 


tional tank-mounted whirl- 
pool devices. Meets all re- 
quirements for effective 
treatment including hose 
attachment for loca! appli- 
cation 


APPROVED ana 
approved for professional use 
by U.L. and C.S.A. Accepted 
for advertising in journals 
of the AMA 


through leading surgical 
supply dealers 


JACUZZI eros. wc. 
Berkeley 2, California VARIABLE PULSE GENERATOR 
and CHRONAXIE METER 


| Enjoy a wealth of advanced electronic design « performs: 
e str 
INFORMATION other electradiagnestic. proedures! 
and new ideas... all yours | 


‘WITHOUT COST! 


simplified . . . results are obtained 

with minimum instrument manipula- 

° tion, through automatic current-doubling. 

Write for All testing procedures are expedited . . . 

results are accurate, repeatable, mean- 

rR EE C AT A LO G ? M ingful. The new automatic constant cur- 
rent control circuit eliminates error due to 
picturing and describing variations in patient and electrode resist- 

. ancee Also, peak output pulse current is 

ow new, improved constantly clearly indicated on a large 


SURGICAL and ORTHOPEDIC meter to further facilitate electrodiag- 


APPLIANCE & nosis. For complete information, write: 


for early training and 


REHABILITATION ® teca corporation 


COSMEVO-MFG. CO. 


218 Paterson St., Paterson-T, Neb 


EXPAND 
# moderate cost...use the new 
prognosis 
4 
amy 
HYDROMASSAGE 
SOLD OR RENTED “JE 
for 312 
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“Those poor devils 
are dying” 


ATUSTACHIOED, bulky and calm, Jack 
M Philip stood on the bridge of the 
U.S.S. Texas, watching his gunners pour 
fire into the Spanish men-of-war fleeing San- 
tiag» harbor. 

Only a few days before, another Amer- 
ican ship had accidentally fired at the Texas. 
Philip had responded by signalling: 
“Thanks, good line, but a little over.” 

Now enemy shells were whistling over his 
head from desperate vessels doomed to de- 
struction. One of them, the Spanish battle- 
ship Vizcaya, exploded as the Texas raced by. 

Instantly, a great victorious shout sprang 
up on the Jexas. But Captain Philip quickly 
silenced it: 

“Don’t cheer, men; those poor devils are 
dying.” 

Jack Philip was already something of a 
friendly hero to his men. But this one sen- 
tence, more than all his bravery, made him 
a hero of the Spanish-American War to mil- 
lions of Americans. 

For Americans prize gallantry. Gallantry 
is part of the great heritage—part of the 
strength—of the American people. And to- 
day, it is this strength—the strength of 165 
million Americans—which forms the real 
guarantee behind one of the world’s finest 
investments: U.S. Series E Savings Bonds. 

That’s why it’s such a good idea for any 
American to buy Savings Bonds regularly, 


and to hold on to them. Start todav! 


It’s actually easy to save money—when you 
buy Series E Savings Bonds through the auto- 
matic Payroll Savings Plan where you work! 
You just sign an application at your pay office; 
after that your saving is done for you. The 
Bonds you receive will pay you interest at the 
rate of 3% per year, compounded semiannually, 
when held to maturity. And after maturity they go 
on earning 10 years more. Join the Plan today. 
Or invest in Bonds regularly where you bank, 


Safe as America — 


US. Savings Bonds 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 
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e The Clinica) Approach to Prosthesis e 


The Clinical Approach at the 
Woodrow Wilson Rehabilita- 
tion Center, Fishersville, Vir- 
ginia, features the Clinical 
Team — the Orthopedist, the 
Prosthetic Technician (a 
HANGER Certified Prosthetist), 
the Physical Therapist, and 
the Occupational Therapist 
(for arm amputees only). 


All amputee patients are ex- 
amined by this Clinical Team 
with the complete medical his- 
tory and other records at 
hand. During the examination 
the patient is analyzed as an 
individual case with his par- 
ticular advantages and limita- 
tions evaluated in relation to 
the possible courses of treat- 
ment. For example whether 


a particular stump or joint con- 
dition can be corrected with 
therapy, or with special pros- 
thesis fitting and construction; 


if not, is further surgery de- 
sirable. Then a course of re- 
habilitation is prescribed by 
the Orthopedist, including the 
Physical (and Occupational for 
arm amputees) Therapy neces- 
sary, the type of Prosthesis to 
be worn, and other special 
treatment or training required. 


Immediately the patient's treat- 
ment by the Center begins ac- 
cording to the Prescription. The 
patient receives pre-prosthetic 
therapy in which the stump is 
conditioned to provide the most 
efficient use of the Prosthesis. 
He is supervised and treated 
in baths, heat, exercise, etc., 
by therapists and nurses spe- 
cially-trained for this work. 


When the patient actually be- 
gins to wear the prosthesis, 
the Clinical Team again works 
closely together in the rehabil- 
itation program. The Prosthesis 
itself has been fabricated ac- 
cording to the measurements 
and specifications taken by the 
Prosthetist member of the Clin- 
ical Team. Careful attention 
is now given to fitting adjust- 
ments, continued therapy, and 
training exercises, such as 
walking, sitting, steps, etc. Un- 
usual problems are cause for 
a complete review and pos- 
sible change of prescription. 
For arm amputees. Occupa- 
tional Therapy now becomes 


important, and the amputee 
spends part of each day learn- 
ing to use the Prosthesis and 
to live an independent life. 
Trained therapists and nurses 
supervise the teaching of 
dexterity and manipulation 
through blocks, games, door- 
knobs, faucets, tools, etc. 


7 


Most patients are ready for 
discharge in about six weeks. 
Each mus? appear at the Clinic 
for a final Prosthetic Perform- 
ance Check-out by the Clinical 
Team and Official release by 
the Orthopedist. 


This is one of many such Cen- 
ters throughout the country 
where HANGER Technicians 
function as integral members 
of the Clinical Team. Each is 
an ABC Certified Prosthetist, 
and trained in Team rehabil- 
itation. Feel free to call on 
any HANGER office for service 
at any time. 


AVAILABLE AT AUTHORIZED FACILITIES IN THE FOLLOWING CITIES: 


ATLANTA 1, GA. 
BALTIMORE 1, MD. 
BIRMINGHAM 1, ALA 
BOSTON 16, MASS. 
CHARLESTON 2, W. VA 
CHARLOTTE 2.N.C 
CHICAGO 5, ILL. 
CINCINNATI 2, OHIO 
COLUMBIA 5, S.C. 
COLUMBUS 8, OHIO 
DALLAS 1, TEXAS 


EVANSVILLE, IND. 
INDIANAPOLIS 2, IND. 
JACKSONVILLE, FLA. 
KNOXVILLE, TENN. 
MEMPHIS, TENN. 
MIAMI 37, FLA. 
MOBILE, ALA. 
MONTGOMERY, ALA. 
NASHVILLE, TENN. 
NEW ORLEANS 19, LA. 
NEW YORK 11,N. Y. 
OKLAHOMA CITY 3, OKLA. 


ORLANDO, FLA. 
PEORIA 4, ILL. 
PHILADELPHIA 7, PA. 
PITTSBURGH 30. PA. 
RALEIGH, N.C. 
RICHMOND 18, VA. 
ROANOKE 12, VA. 

ST. LOUIS 3, MO. 
SHREVEPORT, LA. 
TAMPA 2, FLA. 
WASHINGTON 13. D.C. 
WILKES-BARRE, PA. 
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H. &. Fischer & Co. 
ULTRASONIC Generator 


Manufactured Solely in Franklin Park, Illinois 


NOW AVAILABLE ... AT A NEW, 
ASTONISHINGLY LOW PRICE 


1 Federal Communications Commission Type Ap- Se 
proval No. U-106 
2 Underwriters’ Laboratories Approval 


3 Beautiful Chrome-Plated Cabinet 


H. G. FISCHER & CO. 
9451 W. Belmont Ave. 
Franklin Park, Illinois 


Please nd me the following literature | 

4 Each Generator Individually Calibrated for Ac- New, Efficient Ultrasonic Unit —FCC Type Approved : 

curacy Short Wave Diathermy Units—-FCC Type Approved | 

Extra Large Active Crystal Surface of 10 | 

Square Centimeters FREE Ultrasonic Therapy Maunal | 

6 Output up to 3 Watts per Square Centimeter FREE Low Voltage Therapy Manual | 

30 Watts Total Income-W hile-You-Pay Plan | 

Easy-to-Read Meter Accurately Shows Amount 

of Ultrasound Patient is Receiving 

8 Accurate Treatment Timer | 
ity cone 

Operates from the Usual Office Wall Outlet of | 

110 Volts, 50-60 Cycles State | 


Now! One Unit Does the Work of Three 
* Standing Oscillation Traction 


RE-MOBILIZATION TABLE 


Provides a New Approach for the Rehabilitation of your Severely Disabled 
Patients through Tilt Table Therapy and early Armbulation. The new Re-Mobiliza- 
tion Table is completely automatic and electrically controlled. 


Here's Every Feature 

You Could Ask for: 
STANDING From 205 degrees reverse vertical to 
90 degrees vertical . . . the Re-Mobilization Table 
provides a full range of 115 degrees in both supine 
and prone positions. 
OSCILLATION Selective-intermittent oscillation ot 
the orc prescribed with time delays of ten seconds 
to three minutes is accomplished automatically and 
dependably. 
TRACTION Sustoined-Intermittent pelvic traction 
from zero to 300 pounds, as prescribed. Exact num- 
ber of pounds is registered on easy-to-read eye level 
scale. Under perfect control. 


Prone Lumbar Traction 


The Re-Mobilization Table will increase the number of patients your department can 
schedule for treatment each day and decrease the amount of work necessary to administer 
this treatment. 


THREE MODELS AVAILABLE. Write today for complete information and price list. 


MURKA MANUFACTURING COMPANY 


201 South Main St. Phone Michigan 7679 Dayton 2, Ohio 


Strong Cervical Traction Pat. Pending on all features 
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YOU KNOW WHAT 
SHORT-WAVE DIATHERMY IS, 


HOW SAFE IT IS, HOW MANY 
PRACTICAL USES IT HAS! 


—And you know that this therapeutically sound 
modality is right for every application where thermal 
therapy is indicated. Whether you want mild heat 
deep within the tissues for healing and analgesia, 
moderate heat for palliation and circulation or 
greatest tolerable heat for increased phago- 
cytosis and rapid elimination of toxins, 
modern short-wave diathermy does it all! 

Send now for descriptive literature 

on the L-F Model SW-660 Dia- 

thermy made by Liebel-Flarsheim. 


Sal 


THE LIEBEL-FLARSHEIM CO. APMR 


: Cincinnati 15, Ohio ° 

° Please send me your six-page brochure describing the ° 

L-F SW-660 Short-Wave No obligation. 

NAME 

ADDRESS 

CITY/STATE 
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REHABILITATION: Walking Parallel Burs and 
Exercise Staircases of various designs; Posture 
Mirrors, single & triple; Gymnasium Mats in vari- 
ous thicknesses and coverings; Bicycle Exercisers; 
Restorator; Progressive Resistance Exercise Units; 
Quadriceps-Gastrocnemius-Footdrop Boots; Dumb- 
bells; Indian Clubs; Wall Pulleys; Door Pulley 
Assemblies; Guthrie-Smith Suspension Apparatus; 
Stall Bars; Shoulder Wheels with height adjust- 
ment; Manuflex, Kanavel Table; Sayre’s Head- 
slings; Ankle Exercisers; Treatment Tables; Timers. 


HYDROTHERAPY - ELECTROTHERAPY: 
Whirlpools for every use; Hubbard Tanks; Paraffin 
Baths; [!ydrocollator; Shortwave Diathermy; 
Galvanic - faradic - sinusoidal Generators; Ultra- 
violet Lamps; Infrared Lamps and Bakers; Ultra- 
sonic Generators. 


DIAGNOSTIC APPARATUS: Chronaximeters; 
Dynamometers; Goniometers; Oscillometers; Ther- 
mocouples and Skin Thermometers. 


ALL your needs supplied 
by ONE reliable source 


IN THE HOSPITAL 


Hydrocollator Master Unit 
maintains ready supply 


IN THE HOME 


Heat any vessel 
on stove 


INVALID EQUIPMENT: Everest & Jennings 
Wheelchairs; Hollywood Wheelchairs; Commodes; 
Walkers; Patient Lifters; Standing (Tilt) Tables; 
Stretchers; Largest selection of Crutches and Canes. 


COMPLETE LINE OF CEREBRAL PALSY 
FURNITURE AND EQUIPMENT - SPEECH 
THERAPY - SELFHELP DEVICES. 


—Neow Items of Interest — 


Literature Upon Request 


Guthrie-Smith Universal Sling Suspension Apparatus. 
Standard and Portable Models; complete with all 
springs, ropes, pulleys, slings, etc............ $295.00 


Standing Table. Manually operated; movable footrest: 
Tilts up to 70°. Supplied with safety belts. Price in- 


Write for your free copy of illustrated 
Catalog No. 1056. Inquiries Invited. 


J. A. PRESTON CORP. 


175 FIFTH AVENUE, NEW YORK 10, N. Y. 


EFFECTIVE 


MOIST HEAT 
% EASILY APPLIED 


HYDROCOLLATOR 


Everyone agrees moist heat is 
most effective in reducing spasm 
and pain. Now it can be easily 
and efficiently applied! Hydro- 
collator Steam Packs require no 
wringing, won't drip, are easy to 
prepare and handle. In use in 
leading hospitals and treatment 
centers. 


WRITE FOR DESCRIPTIVE FOLDER 


CHATTANOOGA PHARMACAL 
COMPANY, INC. 
CHATTANOOGA 5, TENNESSEE 
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La) Bars 


EASY ADJUSTMENT — AUTOMATIC SPACING 
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HEIGHT ADJUSTMENT 

—Removable folding handle raises or lowers bars from 
either end or from the center. Patient in wheel chair 
can operate it easily. 

—Bars are adjustable to any height from 17” to 44” from 
floor within tolerance of 1/16th of an inch. 

—Bars lock automatically. 


AUTOMATIC WIDTH ADJUSTMENT 

—Upright supports are at 20° angle. As height of bars 
is changed, the space between the bars adjusts auto- 
matically to correct width. 


All gears and worms are housed for safety, and operate 
simultaneously for each bar. Hand rail is 1% O.D. Bases 
are drilled for bolting to floor or platform. 


AD-1 14’ Bars (illustrated) ____._. $350.00 set 
AD-2 20’ Bars $395.00 set 
AD-3 10’ Bars $295.00 set 
ADA DW ten oct 


La Berne MANUFACTURING COMPANY 
P. O. Box 5245 Columbia, S. C. Ph. 2-8609 
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GREATEST 
COMFORT 
FOR 

ANY SIZE 
PATIENT 


Note in 2 small photos 
below how bars have been 
adjusted to comfortable 
height and spacing for adult 
and small child. 
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'TRU-EZE TRACTION SPECIALTIES 
© FIRST and FINEST in the field of ECONOMICAL and SIMPLE (over-door) Traction Equipment. 


¢ FIRST to OFFER the medical profession these SUPERIOR 
FEATURES for providing more EFFECTIVE traction therapy. 


* The ONLY completely 
VERSATILE Vertical Cerv- 
ical TRACTION UNIT 
available. Your choice 
for any exigency. 


OD-5A 


TRU-EZE (over-door) Traction 


Support with 12” Spreader 
Bar, Head Halter and Weight 


0D-7 


Bag. 


® Scientifically controllable traction to 
the exact tension prescribed. 


@ TRU-EZE Adjustable Head 
Halter . . . Offers exclusive, 
needed adjustable features, 


TRU-EZE (over-door) Traction 
Support with Block-and- 
Tackle, 12” Spreader Bar and 
Head Halter. 


® Provides relaxed intermittent trac- 
tion with a large amount of pull. 


providing proper flexed traction with greater patient comfort, 
with many other improvements. 


OTHER IMPORTANT ADVANTAGES... 


TRU-EZE (over-door) Traction 
Support with Tension Gauge, 
12” Spreader Bar and Head 
Halter. 


@ Excellent for travelers and as a 
substitute for expensive weights. 


@ Wide Spreader Bar to obviate pressure on the cheeks. 


® Traction Sets complete in every detail, including simple instructions to the user, thereby saving YOU, 


Specify TRU-EZE TRACTION PRODUCTS. 
Order from your surgical supply or orthopedic 


the Prescriber, valuable time. 
v4 


appliance dealer. Write for name of dealer in your area. 


j | Yi Tu Co,, /ne. f 


436 BETHANY ROAD 


BURBANK, CALIF. 
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Announcing 


The Annual Prize Lecture 


sponsored by the 


AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 


To stimulate interest in the field of physical medicine and rehabilitation, the 
American Congress of Physical Medicine and Rehabilitation will award annually, 
a prize for an essay on any subject relating to physical medicine and rehabilita- 
tion. The contest, while open to anyone, is primarily directed to medical students, 
interns, residents, graduate students in the pre-clinical sciences and graduate stu- 
dents in physical medicine and rehabilitation. The Prize Lecture Committee sug- 
gests that members of the American Congress and American Academy of Physical 
Medicine and Rehabilitation bring this announcement to the attention of interested 
persons. The following rules and regulations apply to the contest: 


1. Any subject of interest or pertaining to the field of physical medicine and 
rehabilitation may be submitied. 


2. Manuscripts must be in the office of the American Congress of Physical 
Medicine and Rehabilitation, 30 N. Michigan Ave., Chicago 2, not later than 
June 1, 1956. 


3. Contributions will be accepted from medical students, interns, residents, 
graduate students in the pre-clinical sciences, and graduate students in physical 
medicine and rehabilitation. 


4. The essay must not have been published previously. 


5. The American Congress of Physical Medicine and Rehabilitation shall have 
the exclusive right to publish the winning essay in its official journal, the ARCHIVES 
OF PHYSICAL MEDICINE AND REHABILITATION. 


6. Manuscripts must not exceed 3000 words (exclusive of headings, refer- 
ences, legends for cuts, tables, etc.), and the number of words should be stated 
on the title page. An original and one carbon copy of the manuscript must be 
submitted. 


7. The winner shall receive a cash award of $200, a gold medal properly 
engraved, a certificate of award and an invitation to present the contribution at 
the 34th Annual Session of the American Congress of Physical Medicine and 
Rehabilitation at The Ambassador, Atlantic City, N. J., September 9-14, 1956. 


8. The winners shall be determined by the Prize Lecture Committee com- 
posed of four members of the American Congress of Physical Medicine and 
Rehabilitation. 


9. All manuscripts will be returned as soon as possible after the name of the 
winner is announced. 


10. The American Congress of Physical Medicine and Rehabilitation reserves 
the right to make no award if, in the judgment of the Prize Lecture Committee, no 
contribution is acceptable. The Congress may also award certificates of merit 
to contributors whose essays may be considered second and third best submitted. 
Announcement of the winner will be made after the annual meeting. 


only genuine shortwave 


DWiathe rm w 


Gives this pattern of heat creation within live human tissue. Test 
was conducted at patient-comfortable tolerance on thigh. 20 minutes’ 
average on all test subjects. Heat measured by thermocouples in degrees 
Fahrenheit: 


SERIES SKIN SUBCUTANEOUS DEEP MUSCLE 
102.70 103.65 104.15 
2. 103.60 104.80 104.90 


GENUINE SHORTWAVE DIATHERMY IS A METHOD TO 
PRODUCE HEAT WITHIN. NOT TO RADIATE FROM WITHOUT. 


The Birtcher Crystal Bandmaster is used in hundreds of Government 


and Private Hospitals, and in thousands of Physicians’ offices in the 
United States and 70 other countries. Introduced in 1948 after 3 years 


of research in meeting F.C.C. requirements, its basic design has been 


proven in yeoman work. In the nearly eight years that the Bandmaster 
has been on the market, service requirements have been a rarity. 


Genuine Diathermy as produced by the Crystal Bandmaster treats 


all parts of the body safely, conveniently, quickly. In addition it meets 


all requirements for office electrosurgery. 
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